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Athlete’s foot is caused by fungi invading the 
horny, keratinized layers of the skin not 
reached by the normal blood supply. Topical 
application of DESENEX, a combination of zinc 
undecylenate and undecylenic acid, brings 
these powerful antifungal agents into direct 
contact with troublesome fungi and quickly re- 
lieves—and arrests—the annoying condition. 

Hundreds of thousands of athlete’s foot in- 
fections have been arrested by topical treat- 


ment with DESENEX, among the best tolerated 
of all potent fungicidal agents. 

And DESENEX is inexpensive—only pennies 
per treatment: DESENEX Ointment can be ap- 
plied liberally to both feet every night for a 
week and a half from only a single tube. Itching 
and discomfort are stopped almost immedi- 
ately. DESENEX is also recommended for treat- 
ment of other susceptible fungus infections of 
the skin and nails. 


Dosage: At night, supply Ointment liberally to infected 
and surrounding areas. In the morning, rub or shake 
powder into the shoes and feet. 

Supplied: Ointment—1 oz. tubes and 1 Ib. jars. Powder 
—1% 0z. and 1 Ib. containers. Solution (Undecylenic 
acid)—2 fl.oz.and1qt. bottles. Aerosol Spray—60z.cans. 


Maltbie Laboratories Division, 
Wallace & Tiernan inc., Belleville 9, N. J. 


—ointment + spray = 
LA powder: solution 


Available in Canada through Elliott-Marion Company, Ltd., Montreal 
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CUSHION HEEL 
SUPPORT 


CUSHION ARCH 
SUPPORT 


Glove-soft, lightweight uppers patterned for com- 


fort fitting. Cushioned support from heel to toe. 


Your patient will be delighted 
when you prescribe these new 
unique “Kush-n-arch” casuals. 
Musebeck has put all the basic 
comfort features into this foot 


MUSEBECK SHOE COMPANY -— Forest and Westover — Oconomowoc, Wisconsin 


WEDGE SUPPORT CUSHIONED OUTSOLE 


Cork platform \e" thick cushions and supports. 
Wedge insole for inner longitudinal support. 
Outsole % cushion crepe. Will accept ac- 
commodations. 


supporting shoe without sacrific- 
ing smart style. The doctor gets 
what he wants—the patient likes 
what she wears. 


COLORS: white, 
black, smoked elk. 
Widths 4A, 3A, 
2A, A, B, © and 
D available in 
sizes 4'/2 to II; 
(Moderately 
Priced). 
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KUSH-N-ARCH, casuals 
3 STy, IN 


to relieve coldness of the extremities 
in peripheral vascular disease 


myo-. -vascular relaxant 
increases peripheral circulation by direct action 
...without troublesome side effects 


Fe 

TI 

th 

an 

pa 

Ww 

su 

Su 

pe 

is 


Facilitates Office Evaluation 

This easily performed clinical test! demonstrates 
the presence of peripheral arterial insufficiency, 
and to some extent the degree of circulatory im- 
pairment. The test is based upon limb elevation 
which favors drainage of peripheral vessels with 
subsequent ischemia that releases vasodilating 
substances. After elevation, the dependent limb 
position allows filling of the dilated vessels by 
gravity and the force of the cardiac contraction. 


The patient lies flat with his legs elevated to a 90° 
angle while he flexes 
and extends his feet re- 

peatedly for one min- 
ute. If arterial flow is 

\ { impaired, the distal 

» portion of the elevated 

} limb exhibits pallor, 

which may be delayed 

\ somewhat when arte- 

rial disease is mild. 
\¥ With marked circula- 
tory impairment, pal- 
lor may not appear at 

Flexing and extending legs at all since reactive hy- 

90° angle for one minute. peremia may be pres- 
ent before elevation. 


3 When the patient sits 
| ob up and places his legs 
)\ in a dependent position, 
reactive hyperemia 
4 normally produces a 
bright red color fairly 


Op 
\ 


promptly. A delay of 45 

to 60 seconds indicates 

some degree of arterial 
impairment. 

When varicosities are 

present, this test is not 
reliable, since skin color 
may return very 
promptly in dependency whether arterial circu- 
lation is impaired or not.2 Rapid development of 
cyanosis in dependency indicates low or absent 
superficial vessel tone. In continued dependency, 
intense cyanotic rubor develops slowly when lo- 
cal circulation is impaired. 


Sitting up and placing legs 
in dependent position. 


Awareness of this phenomenon and routine use 
of this test will undoubtedly further earlier 
diagnosis, permit institution of therapy sooner, 
and improve the likelihood of a favorable re- 
sponse to therapy. 


(1) Winsor, T.: Peripheral Vascular Diseases, Springfield, Illinois, 
Charles C Thomas, 1959, pp. 457-458. (2) Abramson, D. IL.: S. 
Clin. North America 4/ :3-14 (Feb.) 1960. 


VASODILAN IS CLINICALLY EFFECTIVE'* 


“In particular, the symptoms of pain, cramping, 
numbness and cold were consistently relieved.’ 


“Tsoxsuprine hydrochloride [VASODILAN] was 
administered orally for a median period of seven 
months to 46 patients suffering from arterio- 
sclerosis obliterans. Objective improvement 
could be demonstrated in 39 (about &5 per cent) 
of these.’’! 


“Tsoxsuprine [VASODILAN] was used in the 
management of arteriosclerosis obliterans in 46 
patients....”2 The average ‘maximal walking dis- 
tance, measured in 41 patients, more than 
doubled...during isoxsuprine [VASODILAN] ther- 
apy....’”2 


“With strictly a clinical office approach, isox- 
suprine [VASODILAN] was used in the treatment 
of 100 patients with peripheral vascular dis- 
orders. Definite clinical improvement was ob- 
tained in 89 per cent of these patients.’ 


VIRTUALLY NO SIDE EFFECTS WITH ORAL DOSAGE'® 


In a study of 100 patients, ‘‘on an oral dose...no 
side effects have occurred.’’* ‘With oral adminis- 
tration, there are no contraindications.”? “There 
were no significant side-effects or phenomena sug- 
gestive of the existence of contraindications.””! 


Contraindications: There are no known contraindications to oral 
administration of VASoODILAN in recommended doses 


Cantions: VASODILAN should not be given immediately postpar- 
tum or in the presence of arterial bleeding. Parenteral admin- 
istration is not recommended in the presence of hypotension 
or tachycardia. Intravenous administration is not recommended 
because of the increased likelihood of side effects. 


Side etfiects: Few side effects occur when given in recommended 
oral doses. Occasional palpitation and dizziness usually can be 
controlled by dosage adjustment. Single intramuscular doses of 
10 mg. or more may result in hypotension or tachycardia. 


Dosage and administration: Oral—10 to 20 mg. (1 to 2 tablets) 
t.i.d. or q.i.d.; I.M.—5 to 10 mg. b.i.d. or t.i.d. Supplied: 10 mg. 
tablets in bottles of 100; in 2 ce. ampuls containing 10 mg. 
(5 mg./ec.) for intramuscular use, boxes of 6. 

For complete details on indications, dosage, administration, and 
clinical background of VASoDILAN, see the brochure of this 
product available on request from Mead Johnson Laboratories, 
Evansville 21, Indiana. 

References: (1) Samuels, S. S., and Shaftel, H. E.: J.A.M.A. 
171:142-145 (Sept. 12) 1959. (2) Kaindl, FE: Samuels, S. S.:; 
Selman, D., and Shaftel, H.: Angiology 10:185-192 (Aug.) 1959. 
(3) Clarkson, I. S., and Le Pere, D. M.: Angiology 11:190-192 
(June) 1960. 54361 
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CONSISTENTLY SUCCESSFUL RELIEVING 
ITCHY SKIN 


® 
H. and ! 
STUDY 1 Prentice, 
Jd. Amer. Pod. Ass A 
1968. in foot soak 
re) 
satisfactory results in 89% of cases hydrotherapy wal 


i irably as 

: “lends itself admiradly 
prophylactic in bath 
either the whirlpool bath, or te 
foot soak, and as an 4 


treatment . 


STUDY2 Steinberg, M.D.: 
J. Amer. Pod. Assn. 50:469, 1960. 


satisfactory results in 85% of cases 


comments: Sardo “tends to restore deficient 
natural lipid and to prevent ex- 
cessive evaporation of moisture 
which is an important cause of 


dermal dryness, scaling and 
itching.” 


+g, Get 
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SARDO releases millions of microfine water-miscible globules* which act to (a) lubri- 
cate and soften the skin, (b) replenish natural emollient oil, (c) prevent excessive 
evaporation of essential moisture. ii 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 


for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.*Patent Peading, T.M. © 1961 


617 


| | 
ee Yo of cases 
m of {Sardo| to the 
path prevented the 
e skin, and its itch- 
only in hydro 


JOURNAL 
OF THE 
AMERICAN PODIATRY 
ASSOCIATION 


The Official Publication 
of the 
Podiatry-Chiropody Profession 


3301 16th Street, N. W. 
Washington 10, D. C. 
NOrth 7-4587 


Editor 
A. Rubin 


Assistant to the Editor 
Lottie S. MacConnell 


Abstract Editor 
Florence A. Cooksley, A.B., M.A. 


National Adveitising Representative 
The Gordon M. Marshall Company 
30 West Washington Street 
Chicago 2, Illinois 

15 West 44th Street 

New York, N. Y. 


EDITORIAL ADVISORY BOARD 


Samuel Brezak, New York; Conrad 
Dahl, Iilinois; Lawrence Frost, Michi- 
gan; Felton O. Gamble, Arizona; Milton 
Henenfeld, New York; Harry Hoffman, 
Dist. of Columbia; Charles E. Krausz, 
Pennsylvania; Raymond K. Locke, New 
Jersey; Lyle R. McCain, Illinois; Jonas 
C. Morris, New Jersey; Pierce B. Nel- 
son, California; Ralph E. Owens, Okla- 
homa; John T. Sharp, Pennsylvania; 
Robert Shor, California; Marvin D. 
Steinberg, New York; Harold Wheeler, 
Illinois; Irving Yale, Connecticut; Louis 
P. Zulli, Pennsylvania. 


Indexed in Index Medicus, formerly 
Current List of Medical Literature, Na- 
tional Library of Medicine. 


Notice of change of address should 
be received six weeks before the change 
is to become effective. Old and new ad- 
dress must be given. 


The Journal of the American Podiatry 
Association is published monthly and 
copyrighted in 1961 by the American 
Podiatry Association. 


Entered as second class matter at 
the P. O. at Boston, Mass., March 27, 
1934, under the act of March 3, 1879, 
re-entered March 3, 1958. Publication 
office, 375 Broadway, Boston, and Edi- 
torial Executive offices, 3301 16th St., 
N.W., Washington 10, D. C. 


TABLE OF CONTENTS 


Rationale for the Use of Foot panne in the Podiatry 
Practice 


637 
Philip R. Brachman, B. A. D. S. c. F.A.C.F.O. 
The Foot in Transient Synovitis of the Hip 645 


Benjamin Brody, Ph.G., Pod.D., F.A.C.F.O., A.S.C.R. 


Some Comments on the Fundamentals of Foot 648 
Alan K. Whitney, D.S.C. 


The Therapeutics of a Surface Analgesic for Musculo- 
skeletal Problems of the Lower Extremities 650 


Morton H. Walker, D.S.C. 


Revivification and Resuscitation Therapy in Cardiac Arrest 653 
Albert F. Perna, D.S.C. 


Clinically Speaking 
A Severe Chronic Ischemic Patient—A Case Report 656 
Michael Romano, D.S.C. 


Curettage and Cautery of Verrucae 658 
Selwyn P. Schenkman, Pod.D. 
Freiberg's Infraction: Is It More Common Today? 658 
Harold J. Feder, D.S.C., F.A.C.F.O. 
Hypnosis in a Case of Multiple Verruca 660 
Lynn A. Wygant, D.S.C. 
Book Review—National Formulary XI 661 
President's Inaugural Address 662 
Preliminary Report, 1961 Annual Meeting 665 
Pharmaceutical Preparations for the Profession 667 
Digests from the Literature ' 669 
Organization News _. 673 
Women's Auxiliary Message 676 
Deaths Reported . 676 
Mood Elevators ve ; 679 
Dates to Remember . 680 
Advertisers Index 682 
Classified Ads . 683 


S= 
= 
& 
4 


New—for treatment of tinea pedis .. 


Tinea trichophytosis of long duration— Marked clearing of lesions and infection 
before treatment. after treatment with CUPERTIN cream. 
(photos courtesy of Dr. N. Lambert, Nutley, N.J.) 


(dipheny!pyraline hydrochloride, 2%) 


directly fights infection 
dramatically stops itch 


CUPERTIN cream is a unique, new single chemical with 
two distinct pharmacologic actions: 


1) antifungal—highly effective against many fungi 

2) antipruritic—for immediate relief of itching 

...and CUPERTIN cream is virtually non-sensitizing. 
In controlled studies’? of treatment of fungal infections, particularly tinea pedis, diphenyl- 
pyraline hydrochloride, 2%, proved to be a highly satisfactory agent in clearing the underlying 


fungus infection. The marked antipruritic property of the drug promoted prompt healing 
of lesions, reducing the urge to scratch and the danger of secondary infection.'* 


Non-sensitizing CUPERTIN is available on your prescription in 15-Gm. ('%4-oz.) tubes of 
diphenylpyraline hydrochloride, 2%, in a stainless, hydrophilic cream base. 


1. Sokoloff, O.: A.M.A. Arch. Dermat. and Syph. 64:754, 1951. 2. Van De Erve, J.: A.M.A. Arch. Dermat. and 
Syph. 68:572, 1953. 3. Bleiberg, J.: personal communication. 4. Tobey, J.: personal communication. 


Samples on request 


COOPER, TINSLEY Laboratories / Harrison, N.J. V 
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THE MOST 
MODERN APPROACH 


TO FOOT PROBLEMS 


SCIENTIFIC CONSTRUCT 1ON SHOES 


Style No. 84 


FOOT! 


SHOES AND LASTS 
SERVE 3 PURPOSES 
yY LASTS DESIGNED TO FIT INDIVIDUAL FOOT TYPES 
ACCOMMODATE PRESCRIBED CORRECTIONS 


PROVIDE A STABLE CONTROLLED FOUNDATION 


Progress Thiough Research 
C.H. ALDEN SHOE COMPANY | WRITE TODAY 


CATALOG AND NAME OF 
BROCKTON, MASSACHUSETTS YOUR NEAREST ‘DEALER. 
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Chymar Ointmen 


1. Walker, HL: The Therapeutic Use of a 
Corticosteroid-Antibiotic-Enzyme Ointment in 
Common Foot Lesions, to be published. 2. 
Lucas, R. D.: Current Podiatry (Mareh) 1960. 
3. Streiker, FL Bi: The Use of Chymotrypsin 
in Foot Orthopedics. Paper Presented at the 
Annual Meeting, American Podiatry Associa- 
tion, Chicago, Ilinois, August, 1960. 


ARMOUR 


AY PHARMACEUTICAL 


COMPANY KANKAKEE, ILLINOIS 
Armour Means Protection 


© 1960, A. P. Co. 
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in common 
foot lesions 


“Chymar Ointment contains ingredients that are specific 
and at the same time collective in their effect. It works 
against many skin conditions to control inflammation. to 
eliminate and prevent infection. and to clean wounds.” ! 

For example. in 380 patients with dermatologic foot 
problems* Chymar Ointment was 97.50; effective. Prompt 
relief of acute pain was achieved in most cases within 72 
hours and pruritus was controlled even faster. Inflamma- 
tion was reduced within 2 days... tenderness owing to 
edema in even less time.! A second report? concludes “that 
podiatric lesions treated with chymotrypsin ointment 
(Chymar Ointment) respond rapidly without noticeable 
side effects” and the ointment can “eliminate the necessity 
of adhering to routines that are either inadequate or per- 
haps too slow to make treatment worthwhile.” And finally. 
Streiker has used Chymar Ointment successfully in’ the 
management of diabetic. varicose and traumatic foot and 
leg ulcers. burns. a number of dermatoses including fungus 
infections and infected helomata.’ 

ach gram contains: hydrocortamate HCl. 1.25 mg.: 
neomycin palmitate (as base) 3.5 mg.: proteolytic activity 
(provided by a concentrate of proteolytic enzymes from 
pancreas. e.g. chymotrypsin and trypsin) 10.000 Armour 
Units: in a water-miscible ointment base. Available in 
1/6 oz. and 16 oz. tubes. 
*Tylomata, Helomata, Local Abscesses, Allergic Dermatitis, Inflamed 
Nail Grooves, Nail Removal, Heel Fissures, Ulcers, ete. 
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First total regimen in athletes foot 


\pvICIN is the first topical preparation to combine the proved anhidrotic and antiprurite¢ benefits of ar 


] 


ticholinergie with widely accepted fungicidal and keratolytic agents... ADVICIN reduces local sweating 


ips ke ep leet dry .. helps relieve ite hing | romptly ... has a pleasant medic inal scent...may shorte n the 


nzous-clearing time required with oral FULVICIN. Supplied: Apvicin Powder 
tube —for nighttime use. For complete details, consult latest Scheris 
: i wep ntative or Medical Services Department, Schering Corporation, Bl field, Ne 


first topical fungicide 


with sweat-inhibiting action” 


TOPICAL 


2-way antifungal attack 


jirst orally effective 


antifungal antibiotic for ringworm 


*ADVICIN contains diphemanil methylsulfate (PRANTAI 


undecyieni¢ Cid and iicylic acid 
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moisture-controlled, 
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Women’s Auxiliary 


New York, The Podiatry 
Society of the State of 

North Carolina 
Podiatry Society 

North Dakota Association 
of Podiatrists 

Ohio Chiropodists 
Association 


Oklahoma Chiropody 
Association 

Oregon Podiatry 
Association, Inc. 

Pennsylvania, Podiatry 
Society of 


Rhode Island 
Podiatry Society 

South Carolina Podiatry 
Association 

South Dakota Association 
of Chiropodists 

Tennessee Chiropody 
Association 

Texas, Chiropody 
Society of 


Utah Podiatry Association 


Vermont Chiropody 
Association 
Virginia, Podiatry 
Society of 
Washington State 
Podiatry Association 
West Virginia, Podiatry 
Society of 
Wisconsin Society 
of Chiropodists 
Wyoming Podiatry 
Society 


ALP.A. 


(N.A.C.)—Mrs. 


Lawrence Namm, 50 Clark St., Brooklyn, N. Y. 

G. Hollander (Ex. Sec.), 30 Central Park, So., New York 19, N. Y. 
L. D. Abernathy, Jr., 508 Wilder Bldg., Charlotte, N.C. 

Robert L. Sprinkle, Stratford Medical Center, Winston-Salem, N.C. 
T. W. Cockrell, Five Kemper Block, Minot, N. Dak. 

Martha Kilander, P. O. Box 1805, Minot, N. Dak. 

Wallace L. Beylin, 1755 W..Market St., Akron 13, Ohio 

Lon H. Cooper, 346-352 Ohio Bldg., Sidney, Ohio 

J. E. Farmer (Ex. Sec.) , Fifty W. Broad St., Columbus, Ohio 

Earl Weibel, 1921 N.W. 23rd St., Oklahoma City, Okla. 

Lafe C. Midkiff, 3101 Classen Blvd., Oklahoma City, Okla. 

George McCauley, 4126 N. E. Broadway, Portland, Ore. 

William V. Wheeler, 405 High St., N. E., Salem, Ore. 

Joseph D. Fletcher, 520 Temple Bldg., New Castle, Pa. 

Arnold W. Newman, 5411 Chester Ave., Philadelphia, Pa. 
George W. Thomas (Ex. Sec.) , 227 State St., Harrisburg, Pa. 
Edward L. Hochman, 452 Main St., Pawtucket, R. I. 

Leonard H. Lerner, 1045 Warwick Ave., Warwick, R. I. 

James D. Hill, 122 W. Whitner St., Anderson, S. C. 

H. A. McAninch, 169 Hall St., Spartanburg, S. C. 

Fred D. Rule, 204 Kresge Bldg., Sioux Falls, $. Dak. 

FE. A. Laga, 303 Medical Arts Bldg., Watertown, S. Dak. 

Donald R. Skwor, 1306 Exchange Bldg., Memphis, Tenn. 
Ronald F. Fields, 524 Bennie Dillon Bldg., Nashville, Tenn. 

Buford M. Sanders, 1000 Hospital Dr., Tyler, Tex. 

J. Gordon Russell, Goodhue Bldg., Beaumont, Tex. 

C. J. M. Roesch (Ex. Sec.) , 407 Austin Savings Bldg., Austin, Tex. 
Lorin L. Richards, 837 East 21 South, Salt Lake City, Utah 
Blaine C. Grose, 5168 $. State St.. Murray 7, Utah ~ 

Gray S. Clark, 128 Merchants Row, Rutland, Vt. 

Regis P. Nolin, 14 Clarke St., Burlington, Vt. 

Herman Chapel, New Monroe Bldg., Norfolk, Va. 

I. Leonard Kaplan, 718 Court St., Portsmouth, Va. 

Heber H. Routh, 511 Fidelity Bldg., Spokane, Wash. 

Robert H. Armstrong, 409 General Insurance Bldg., Seattle 5, Wash. 
W. C. Baber, 204 Union Bank Bldg., Clarksburg, W. Va. 

G. A. Taylor, Ist Huntington Natl. Bank Bldg., Huntington, W. Va 
Eugene V. Hurtienne, 2705 North 8th St., Sheboygan, Wis. 
Michel M. Addis, Med. Arts Bldg., 945 N. 12 St., Milwaukee 3, Wis. 
E. O. King, 615 S. Durbin St., Casper 12, Wyo. 

Duane NeuSchultz, 2201 West A, Torrington, Wyo. 


AFFILIATED ORGANIZATIONS 
Helene Broun, 4916 No. Central Park, Chicago 25. TI. 


Military Association of Podiatrists—Lt. John L. Charlton, Jr., D.S.C., Podiatry Clinic, Walter Reed Army 
Hospital, Washington, D. C. 

American College of Foot Surgeons—J. M. Kohl, 3959 No. Lincoln Ave., Chicago 13, Ill. 

American Society of Chiropodical Roentgenology— Joseph L. Starr, 1115 Main St., Bridgeport, Conn. 

Chiropody Bibliographical Research Society—S. E. Reed, 425 Kresge Bldg., Des Moines, Iowa. 

American College of Foot Orthopedists—Murray Bromberg, 56 Broad St., Bloomfield, N. J. 

American Association of Hospital Podiatrists—Louis J. Arancia, 7725 Fourth Ave., Brooklyn 9, N.Y. 

American Podiatry Students Association—Bruce Wood, 296 Eureka St., San Francisco, Calif. 

American Board of Chiropodical Dermatology—Joy E. Adams, Florida National Bank Bldg., St. Peters 
burg, Fla. 


RELATED 
Federation of Chiropody-Podiatry Boards—L. A. Hansen, 800 Professional Bldg., Kansas City, Mo. 
American Association of Colleges of Chiropody—Charles E. Krausz, 926 W. Lehigh Ave., Philadelphia, Pa. 
National Board of Chiropody Examiners—Pierce B. Nelson, 1770 Eddy St., San Francisco, Cal. 
American Academy of Chiropodists—Robert Smith, 77 James St. North, Hamilton, Ontario 10, Canada. 
Academy of Podiatry—Louis Lewy, 285 Madison Ave., New York, N. Y. 
American Podiatry Council—L., J. Friedman, 1186 Broadway, New York, N. Y. 
Fellows Pedic Research Society—Irving M. Sward, 4948 W. Dempster Rd., Skokie, Il. 
American Foot Health Foundation—Sidney Hirschberg, 107-07 Continental Ave., Forest Hills, N. Y. 


Accredited Colleges 


M. J. Lewi College of Podiatry 
53 East 12th Street, New York, N. Y. 


California Podiatry College 
1770 Eddy Street, San Francisco, Calif. 


Chicago College of Chiropody Ohio College of Chiropody 
1422 W. Monroe Street, Chicago, Ill. 2057 Cornell Road, Cleveland, Ohio 


Illinois College of Chiropody & Foot Surgery 
1327 North Clark Street, Chicago, Ill. 
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Gertliquid® 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefit 


@ Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 
@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mq., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. a 


LAKESIDE LABORATORIES, INC. 


Milwaukee 1, Wisconsin 
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STATE BOARD MEETINGS 
FOR EXAMINATION AND LICENSURE 


Alabama 
The Alabama Medical Board of 
Secretary: Edward E. Sealy, 39 
Ala. 


Examiners. Board 
S. Perry St., Montgomery, 


Arizona 


Arizona State Board of Geom Examiners. 
Secretary: Martin Snyder, D.S 2629 E. 
Tueson, Ariz. 


Board 
Broadway, 


Arkansas 


Arkansas State Chiropody Examining Board. 
Secretary: Dr. Bernard S. Paul, 
Smith, Ark. 


Board 
1508 Rogers Ave., Fort 


California 


The California Chiropody Examination Committee will 
meet for examination tentatively Oct. 17-18, 1961 in 
Sacramento. Board Chairman: Abraham Hoffman, D.S.C., 
2320 Sutter St., San Francisco, Calif. Executive Secre- 
tary: Mr. Wallace Thompson, 1021 O St., Sacramento 15, 
Calif. 


Colorado 


Colorado State Board of Chiropody Examiners. 
President: Dr. G. F. Helbig, 327 Logan St., 


Board 
Denver, Colo. 


Connecticut 


The Connecticut peas of Examiners in Chiropody. Board 
Secretary: Dr, F. J. Ruggiero, 3 South Main Street, 
W. Hartford 7, Conn. 


Delaware 


The State Board of Chiropody Examiners of Delaware. 
Board Secretary: Dr. Bertram H. Blum, 112 So. State St., 
Dover, Dela. 


District of Columbia 


The Board of Podiatry 


Examiners of the District of 
Columbia. 
D.S.c 


Board Secretary: Harry L. Hoffman, Ph.G., 
‘ ept. of Occupations and Professions, 1740 
Massachusetts Ave., N.W., Washington 6, D. C., 


Florida 


The Florida State Board of Chiropody Examiners. Board 
Secretary: Dr. Heywood A. Dowling, 203 Greenleaf Bldg., 
Jacksonville, Fla. 


Georgia 
The Georgia State Board of Podiatry Examiners. Board 


President: Dr. Charles W. Beasley, Jr., 1205 First Na- 
tional Bank Bldg., Atlanta, Ga. 


Hawaii 


The Hawaii Podiatry Board. 


Board Secretary: Dr. 
Lee, P.O. Box 3378, 


Honolulu, Hawaii. 
Idaho 
The Idaho State Board of Chiropody-Podiatry. 


Secretary: Dr. J. E. Franden, 412 Eastman Bldg., 
ldaho. 


Board 
Boise, 


Illinois 


The Illinois Chiropody Examining Committee. 
tendent of Registration: Fredric B. Selke, 
State House, Springfield, Ill 


Superin- 
Room 112, 


Indiana 


The Indiana State Board of Podiatry Examiners. 
Secretary: P. T. Lamey, M.D., 
Anderson, Ind. 


Board 
422 Citizens Bank Bidg., 


lowa 


The Iowa State Board of Chiropody Examiners. 
Secretary: Dr. C. C. Reinheimer, 111 W. 2nd St. 
Newton, Iowa. 


Board 
South, 


Kansas 


The Kansas State Board of Podiatry Examiners. Board 
President: Dr. L. E. Krause, 1107 Williams St., Great 
Bend, Kansas, or Kansas Board of Podiatry Examiners, 
872 New Brotherhood Bidg., Kansas City, Kansas. Board 
Secretary: F. N. Nash, M. D., 364 New Brotherhood Bidg., 
Kansas City, Kansas. 


Kentucky 


The Kentucky State Board of Chiropody meets on the 
third Saturday and Sunday of June and the first Saturday 
and Sunday of December each year. The December 
meeting is for re-examination only. Board Secretary: 
Dr. Chester A. Nava, 4140 Shelbyville Rd., Louisville 7, Ky. 


Louisiana 


Louisiana State Board of Medical Examiners. Board 
Secretary: Edwin Lawson, M.D., 930 Hibernia Bank Bldg., 
New Orleans 12, La. 


The Maine Board of Examiners in Chiropody and Podiatry. 
Board Secretary: Daniel A. Hanley, M.D., Box 637, 
Brunswick, Me. 


Maryland 


The Maryland Board of Chiropody Examiners. Board 
Secretary: Dr. S. Jack Kleger, 408 S. Division St., 
Salisbury, Md. 


Massachusetts 


The Massachusetts Board of Registration in Chiropody- 
Podiatry. Board Secretary: Dr. Charles H. Thorner, 910 
Furnace Brook Parkway, Quincy, Mass. 


Michigan 

The Michigan State Board of Registration in Chiropody 
will meet for examination in June of each year. Board 
Secretary: Dr. Albert G. Kalin, 24453 Grand River Ave., 
Detroit 19, Mich. 


Minnesota 


The Minnesota Board of _Examiners. 
Secretary: Dr. Robert E. Ray, 512 N 
Minneapolis, Minn. 


Board 
Federal Bldg., 


Mississippi 
The Mississippi State Board of Health. Board Secretary: 
Archie L. Gray, M.D., Box 1700, Jackson, Miss. 


Missouri 


The Missouri State Board of Chiropody. 
Frank Fulkerson, 611 Clay St., 


Board Secretary: 
Chillicothe, Mo. 


Montana 


The Montana State Board of Chiropody-Medical Examiners 
will meet when the need arises for reciprocity or examina- 
tion at the Capitol Bidg., Helena, Mont. Board Secretary: 
L. M. Jennings, 411 First National Bank, Bozeman, 
Mont. 


Nebraska 


The Nebraska State Board of Examiners in Chiropody. 
Board Secretary: Herman F. Gartner, D.S.C., First Natl. 
Bank Bidg., Lincoln, Nebr. 


Nevada 


The Nevada State Chiropody Board. Board Secretary: 
Dr. William A. Edwards, 150 No. Arlington St., Reno, 
Nev. 


New Hampshire 


The New Hampshire Board of Registration in Chiropody. 
Board Secretary: Edward W. Colby, M.D., 61 S. Spring 
St., Concord, N. H. 


New Jersey 


The New Jersey State Board of Medical Examiners meets 

semi-annually for examination on the third Tuesday, 

Wednesday, Thursday and Friday of June and October. 

Secretary: A. Schaaf, M.D., 28 West State 
, Trenton 8, N. J. 


New. Mexico 


The New Mexico State on of Podiatry. 
tary: Morris Haas, D.S.C. 
Albuquerque, N, M. 


Board Secre- 
121 Sycamore St., N.E., 


New York 


The New York State Board of Podiatry Examiners. 
secretary: James O. Hoyle, Ed.D., 23 S. Pearl St., 
New York. 


Board 
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“A cool wet dressing correctly applied remains one of the most important modalities. 
b, Nothing affords such prompt and pleasing relief of the inflamed skin.’”* 


Available from Dome... Six Modernized Wet Dressings to Meet Selective Needs 


ve * DOMEBORO® (pH 4.2) SOYBORO™(pH 4.5) DALIDOME'" (pH 4.6) 
WET DRESSINGS CHAMO® (pH 5.5) SOYALOID™ (pH 5.5) VLEM-DOME™ 
Bs For complete information, write for booklet, 


“6 Individualized Wet Dressings” 
“Combes, F.C.: Ind. Med & Surg. 30:29-34 (Jan.) 1961. 


dern zed f 
POWDER PACKETS - 


mast coovenient methed of preparing Serow's solution...”' 


DOMEBORO makes the wet dressing modern. Your patient 
simply empties one pre-measured powder packet or drops 
one tablet in a pint of tap water for a perfectly 

prepared lead-free “instant Burow’s soliition,” For eye 
and ear inflammation, mérely dilute 2 capfuls 

of DOMEBORO concentrated solution in a pint of water. 


DOMEBORO provides effective, non-irritating, 
anti-inflammatory, antipruritic and astringent action 
in the acute and moist phases of dermatoses. in addition, 
DOMEBORO “... replaces the acids of the epidermis, 
thereby maintaining the natural defensive mechanism 
of the integument against pyogenic infection.”* 
Supplied: Tabiets — containers of 12, 100, 500, and 1,000; 
Powder Packets — 2.2-Gm. packets in boxes of 12 and 100 
Sulk canisters of 4 oz., and 4 ibs.; 

Concentrated Solution — bottles of 4 oz 

References: (1) Sulzberger, Wolf, J.; Witten, 

and Hopf, A. W.: Dermatology: Diagnosis and Treatment, ed. 2 
Chicago, The Year Sook Publishers, inc., 1961, pp. 44-45 

(2) Combes, F. Ca New York Physician & Am. Mad, 33:3, 1949. 


TABLETS « CONGENTRATED SOLUTION 
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WET DRESSINGS | 
BY DOME 


the modernized Burow's solution 
POWDER PACKETS + TABLETS « CONCENTRATED SOLUTION 


most convenient method of preparing Burow’s solution...”' 


DOMEBORO makes the wet dressing modern. Your patient 
simply empties one pre-measured powder packet or drops 
one tablet in a pint of tap water for a perfectly 

prepared lead-free “instant Burow’s solution.” For eye 
and ear inflammation, merely dilute 2 capfuls 

of DOMEBORO concentrated solution in a pint of water. 


DOMEBORO provides effective, non-irritating, 
anti-inflammatory, antipruritic and astringent action 
in the acute and moist phases of dermatoses. In addition, 
DOMEBORO “...replaces the acids of the epidermis, 
thereby maintaining the natural defensive mechanism 
of the integument against pyogenic infection.”? 


Supplied: Tablets — containers of 12, 100, 500, and 1,000; 
Powder Packets — 2.2-Gm. packets in boxes of 12 and 100; 
Bulk canisters of 4 0z., 13 02., and 4 Ibs.; 

Concentrated Solution — bottles of 4 oz. 


References: (1) Sulzberger, M. 8.; Wolf, J.; Witten, V. H., 

and Kopf, A. W.: Dermatology: Diagnosis and Treatment, ed. 2, 
Chicago, The Year Book Publishers, inc., 1961, pp. 44-45. 

(2) Combes, F. C.: New York Physician & Am. Med. 33:3, 1949. 
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State Board (Cont. ) 


North Carolina 


The North Carolina State Board of Chiropody Examiners. 
Board Secretary: Robert W. Getchell, D.S.C., P.O. Box 
796, Goldsboro, N. C. 


North Dakota 


The next board meeting of the North Dakota Board of 
Registration in Chiropody will be held for reciprocity and 
examination at call at 301 Black Bidg., Fargo, N. Dak 

rd Secretary: —— E. O’Brien, D.S.C., P.O. Box 872, 
Bismarck, No. Dak 


Ohio 
The Ohio State Medical Board. Examiner in Chiropody: 
H. M. Platter, M.D., 21 W. Broad St., Columbus, Ohio. 


Oklahoma 


The Oklahoma State Board of Chiropody. Board Secre- 
tary: Dr. Warren D. Long, 1217 No. Walker St., Okla- 
homa City, Okla. 


Oregon 


Oregon State Chiropodists’ Examining Board. Board Sec- 
retary: Richard H. Wilcox, M.D., 914 State Office Bidg., 
Portland, Ore. 


Pennsylvania 


Pennsylvania State Board of Chiropody Examiners. Board 
Secretary: Dr. Jack S. Pincus, 26 N. 3rd St., Harrisburg, 
Pa 


Rhode Island 


The Rhode Isiand Board of Examiners in Chiropody. 
Administrator: Thomas B. Casey, 366 State Office Bldg., 
Providence, R. I. 


South Carolina 


The South Carolina Board of Podiatry Examiners will 
meet for examination Aug. 6-10, 1962 at 122 W. Whitner 
St., Anderson, S. C. Board Secretary: Dr. James D. Hill, 
122 W. Whitner St., Anderson, S. C. 


South Dakota 


The South Dakota State Board of Chiropody Examiners 
will meet at the discretion of the Board. Board Secretary: 
Viola Marr, 115 N. Main Ave., Sioux Falls. S. D 


Tennessee 
The Tennessee Board of Registration in Chiropody 


Board Secretary: Stephen A. Lamm, 3355 Poplar Ave., 
Memphis, Tenn. 


Texas 

The Texas State Board of Chiropody Examiners. Board 
Secretary: Dr. Lewis M. Hoppock, P. O. Box 3315, 
Temple, Tex. 


Utah 


The Utah State Board of Chiropody Examiners. Board 
Secretary: Ward A. Burbidge, 1015 Medical Arts Blidg., 
Salt Lake City, Utah. 


Vermont 


Vermont Chiropody Association. Board Secretary: Gray 
S. Clark, Service Bidg., Rutland, Vt. 


Virginia 
Virginia Board of Medical Examiners. Board Secretary: 


Russell M. Cox, M.D., 509 Professional Bidg., Ports- 
mouth, Va. 


Washington 

The Washington State Chiropody Examining Committee 
usually holds Basic Science and Chiropody examinations 
the first and/or second week in January and July at the 
University of Washington, Seattle, Wash. Board Secre- 
tary: Thomas A. Carter, Administrator, Department of 
Licenses, Olympia, Wash. 


West Virginia 

Medical Licensing Board of West Virginia. Board Secre- 
tary: N. H Dyer, M.D., 1800 E. Washington St., 
Charleston, W. Va. 

Wisconsin 


The Wisconsin State Board of Examiners. Board Secre- 
tary: Roy M. Cowen, 2018 Ek. North Ave., Milwaukee 2, 
Wis. 


Wyoming 
The Wyoming State Board of Registration in Chiropody- 
Podiatry. Board Secretary: Dr. J. W. Scott, 21 East 


Works St., Sheridan, Wyo. 


RUBEFACIENT 
THERAPY 
FOR THE 


\2 FLUID 


OUNCES 474 

BANALG 
{ MILD—NON-GREASY | 
LINIMENT 


628 


In a clinical study* of 170 podiatric cases, 
BANALG Liniment with effleurage was 
found to be effective for the follow-up 
treatment of arthritis, strained plantar 
fascia, bunions, achillodynia, myalgia, 
tendonitis, stiff joints, and ankle sprains. 
Reprint mailed on request. 


BANALG Liniment is widely used by physicians for 
relief of arthritic, rheumatic and muscular pains. Mild, 
non-greasy, effective. Supplied in 2 oz. bottles at all 
drugstores. 


Professional samples and formula on request. 


CHEMICAL COMPANY 


3715-31 Laclede Ave., St. Louis 8, Mo. 
“Walker, M. H., Rubefacient therapy for the feet, 


Journal of the American Podiatry Association, 
50, Oct. 1960. 
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can unlock the door to successful treatment... 


by a three-fold attack essential for effective control: 
EA cee. penetrating vehicle— that reaches the fungi in deep keratin layers. 
multiple antimycotic action—in vivo— 1) kills fungi by direct 
C3 =) tanning action, 2) lowers local pH, 3) inhibits local sweat production} 
ape prolonged action— sustained release medication film provides 
continuous 12-hour antifungal action. 


But—the door to success opens wide only when OnycHO-PHyTEX is combined with: 

@ Thorough and regular debridement (in your office) of affected nails by chemical or mechanical 
means, to remove piled-up horny growth. 

@ Conscientious patient cooperation at home in carrying out the twice daily application schedule 
for an adequate period. Visible improvement (healthy new nail growth) should not be ex- 
pected for several months. Patient instruction sheets are available to you on request as an aid 
in gaining long-term cooperation. 


Formula: each cc. contains 


Borotannic complex (derived from: Tannic acid 46 mg., Boric acid 29 mg.)........... 75 mg. 
Supply: In bottles of 15 cc. and 30 cc. with brush in cap—on prescription only. 
WYNLIT PHARMACEUTICALS, INC., MADISON, NEW JERSEY @Rg0aD> 
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For the patient with onychomycosis | 


Announcing 


An Officially Sponsored 
GROUP PLAN 
OF 


PROFESSIONAL OVERHEAD 
EXPENSE INSURANCE 


DESIGNED TO ENABLE YOU TO KEEP 
YOUR OFFICE OPEN IN THE EVENT 
OF YOUR DISABILITY WITH 
TAX DEDUCTIBLE PREMIUMS. 


— 


For Full Details 
Write 
APA GROUP INSURANCE PROGRAM 
3301—16th Street, N.W. 
Washington 10, D. C. 
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The “holder” should have a kick coming 


No one ever cheered the player who “held’’ the ball. But pity the plight of the poor 
X-ray film holder——Since Ansco Non-Screen Monopak, it has become almost as 
obsolete as the hand-held football. Monopak is ready to use, as is. That’s right! No 
darkroom loading. Handle it as though it were a film 
holder—that’s what it is. But more sanitary than a holder 
that’s used over and over. Expose. Then develop. Non- 
Sereen Monopak provides the clean, certain readability 
so important to your diagnosis. Ask your dealer about i ; 
Non-Screen Monopak today. Or write Ansco, A Division | X-) ay I 
of General Aniline & Film Corporation, Binghamton, N.Y. bL—-—-—-—-—~-~—-—-—--! 
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DESITIN 


ointment 


SCALING DERMATITIS 


also provides 


unsaturated fatty acids as well as the vitamins A and D (of high grade 
Norwegian cod liver oil) —essential to skin health and integrity 


and ingredients that are emollient, lubricant, gently astringent, protective, 
and aid tissue repair (zinc oxide, talcum, petrolatum and lanolin) 


in a smooth creamy ointment so processed that one application of Desitin 
soothes, protects, and promotes healing for hours in... 

e heloma and tyloma ¢ dermatitis 

e inflamed nail grooves e ulcers 

e wounds e sore joints ¢ scaling 

e after nail removal 


Somples Please write... DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. I. 
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Extreme Supination Mild Supination Extreme Pronation 


There’s an Answer to Every Problem 


In the Edwards Shoe Line 


€dwards CorrecTreds for mild foot disorders and 
Pedics for severe disorders. These and other 
“specials” combine to make up the most complete 
line of special shoes available today. Long molded 
inside counters, steel shanks built into the soles, 
and special clinic-approved lasts for ample tread and 
toe room give Edwards the quality and value you 
demand. Pronation, supination, pigeon-toe, pre- or 
post-operative needs can all be answered by the 
€dwards line. Look over your local dealer’s stock. 
It’s a shoe you can recommend with confidence. 


Philadelphia 7, Pa. 


FREE 
Pedic Kit 


Yours on request, this kit contains: 
Wedge Chart, Pedicgraph, Prescription 
Pads, CorrecTred Folders, Pedic Bro- 

chures, Happy Feet Booklets. Write 
“Pedic Kit”’ Dept. B, on your letterhead 

Shoes, 314 N. 12th St., Phila. 
» Pa. 


3 ) dwerds 

Pedic-Splint 
Developed by €dwerds research, this 
night splint encompasses all principles 
desired for congenital foot disorder pre- 


scriptions. Weighs only 4 oz., from 6 to 
16 inches long. 


633 


( 
\ 
Y 
Edwards 
THE SHOE FOR | 
= —Y 
| 


personal contour shoes are 


to fit 
your patient...perfectly! 


they are the 
ONLY shoes 
made by “QUICK 
CAST ” a com- 
pletely safe and 
accurate casting 
technique. 


the result is a top 
quality perfect- 
fitting shoe... 
fully guaranteed 
for patient and 
doctor. 


It is the unique QUICK CAST method which makes possible our 
unconditional guarantee that Personal Contour Shoes will fit 
perfectly and be completely comfortable. If factory adjustment 
is required, it is made instantly and at no additional cost. Unless 
your patient is completely satisfied, his money is refunded. 


QUICK CAST is the fastest, neatest, most accurate casting 
method known, and can be performed by the doctor in just 15 
minutes. The exclusive gelatinous mold is entirely safe to the 
skin; eliminates the heat radiation of conventional plaster which 
could be dangerous to some patients. 

Personal Contour Shoes, made directly from these castings, are 
hand-crafted of the world’s finest leathers, and are offered in 
6 different styles and 20 handsome colors. 


Write today for color brochure 


personal contour shoes 


7)-A, Washington Street, Haverhill, Mass. U.S.A. 
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water-dispersible antipruritic oil 


relieves dryness immediately 
.stops itching 

softens the skin 

e cleanses as it lubricates 


For use in the foot soak, hydrotherapy and bath 
Ge Alpha-Keri deposits a lubricant-moisturizing oil film 
$ ae on the skin and, at the same time, cleanses the skin, 
thus eliminating the need for soap. Alpha-Keri also 
@ provides a protective action similar to that of skin 
~Sdipids and helps the skin to retain moisture. 
: i Alpha-Keri contains mineral oil and Kerohydric® 
(brand of keratin-moisturizing fraction of lanolin) 
plus a nonionic emulsifier. 


Indicated for: generalized dryness, roughness and 
scaling—fissured, horny heels—diabetic dry skin— 
senile 
shoe rub—callosities—various types of dermatitis 
with associated dryness and pruritus. 


When an emollient-cream is required 

LOWILA EMOLLIENT moisturizes and lubricates 
dry skin, restores and maintains healthy skin pH, 
promotes healing. Contains Kerohydric (superior 
keratin-moisturizer and lubricant) in a lactic acid 
buffered emulsion. 


And when soap is contraindicated 
LOWILA°CAKE soap free... cleanses tender, der- 
matitic skin gently, without irritation. 


WESTWOOD PHARMACEUTICALS BUFFALO 13, N.Y. 
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keep active feet active with pHisoHex 


(antiseptic detergent with 3 per cent hexachlorophene) 


Good feet are vital to everybody. For athletes as well as for other patients, washing with pHisoHex 
instead of soap will improve foot care and help to prevent or control infection. It deposits hexachloro- 
phene “...as a semi-permanent film on the skin of frequent users,’” creating, in effect, “antibacterial 


stockings.” When used frequently and exclusively, pHisoHex makes “...the skin’s surface virtually 


sterile in many cases....”” 


Use pHisoHex in whirlpool baths and for washing your own hands between patients; for patients with 
tinea pedis, podomycotic infections or onychomycosis; for daily foot care of patients with diabetes, 
vascular disease or bromhidrosis.** 


References: 1. Smylie, H. G.; Webster, C. U., and Bruce, M. L.: Brit. M. J. 2:606, Oct. 3, 1959. 


2. Medrek, T. F., and Litsky, W.: Surg. Gynec. & Obst. (internat. Abstr. Surg.) 104:209, March, (|j)ithrop LABORATORIES 


1957. 3. Prazak, George; Ferguson, J. A.; Comer, J. E., and McNeill, Betty S.: J. South Carolina New York 18, N. Y. 


M. A. 56:23 (Abstr.), Jan., 1960. 4. Hendler, S. S.: J. Nat. A. Chirop. 44:57, June, 1954. 5. Ashur, 
M. E., and Guild, B. T.: J. Nat. A. Chirop. 44:19, June, 1954. 6. Hodges, F. T.: GP 14:86, Nov., 1956. 
pHisoHex, trademark reg. U. S. Pat. Off. 
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Rationale for the Use of Foot Appliances 


In the Podiatry Practice 


Tue case for and against foot appliances 
is very old indeed and if the author were 
to make a thorough investigation of the 
literature he would find a vast array of argu- 
ments both pro and con. Since such a study 
is neither feasible nor practical it is the pur- 
pose of the author to present the afhrmative 
side of the subject with occasional refer- 
ences to the negative views. 

Dickson and Dively, in their book, “Func- 
tional Disorders of the Foot,” state: “There 
is probably no single therapeutic measure 
in medicine about which more diversity of 
opinion is held than upon the kind of sup- 
port which should be used in the treatment 


of static faults of the foot. Whatever the 
, difference of opinion may be as to the best 
. kind of support, it is generally conceded 
‘ that some device which will support the 
; arch is necessary for the successful manage- 
‘ ment of a foot which is unbalanced and 


causing symptoms, the type of support be- 
ing a matter of personal preference and 
experience. 

S, Norman C. Lake, in his book, “The 
Foot,” in discussing the treatment of flat 
foot writes: “There is a tremendous differ- 
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ence cf opinion regarding the use of arch 
supports. . . . Usually it is considered that 
these should not be used unless the muscles 
fail to respond to treatment, lest, by en- 
forced inactivity, muscular tonus and power 
be still further reduced. There can be no 
denying, however, that a very large number 
of people find the use of such supports bene- 
ficial, although whether they act by taking 
the strain off over-stretched ligaments or 
off the muscles is open to conjecture.” 

Dr. Henry H. Jordan, in his book, “Or- 
thopedic Appliances,” presents us with a 
most comprehensive review of this subject. 
He writes, “Recause it seems so easy to go 
to a drug or surgical supply store to buy a 
pair of foot plates for any of the many ail- 
ments which afflict the feet of civilized man, 
many physicians have apparently assumed 
the attitude that it is below their dignity 
to prescribe such appliances.” We might 
add to Dr. Jordan's comments that far too 
many podiatrists assume the same attitude. 
As a direct consequence of this rather pe- 
culiar position we will try to review its 
economic consequences later in this report. 

To discuss this entire subject in a com- 
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prehensive manner it may be well for us to 
ask ourselves several pointed questions about 
the subject of foot appliances that need 
answering. 

1. What are the primary objections 
raised to the use of foot appliances and 
what is the validity of these objections? 

2. Are podiatrists adequately trained in 
the construction of foot appliances and their 
proper application to foot problems? 

3. When, where and how should foot 
appliances be used? 

Let us take up the first question based 
on the objections to foot appliances, real 
or imaginary. 

The objections to foot appliances, and 
more specifically metal appliances, voiced 
most often by podiatrists, is that such de- 
vices cause atrophy of foot structures. 
Gould’s Medical Dictionary describes 
“atrophy” variously as, “a wasting of a part 
from lack of nutrition,” or, ideopathic mus- 
cular atrophy as, “a progressive wasting of 
groups of muscles depending upon primary 
changes in muscles themselves.” It is the 
contention of the author that no podiatrist 
has ever conducted a scientific inquiry into 
the subject of atrophy of the plantar foot 
structures. 

In 1936 the author conducted a survey 
on the effects produced by the wearing of 
metal appliances. All patients who pre- 
sented themselves to the diagnostic clinic 
associated with the Foot Clinics of Illinois 
at the Illinois College of Chiropody during 
that year were included in this survey if 
they were wearing metal foot appliances, no 
matter what the type or where they were 
obtained. The object of the survey was to 
determine from these patients whether or 
not they had observed loss of tissue on the 
plantar of the feet as the result of wearing 
such appliances. 


More than 10,000 patients registered at 
this diagnostic department during the year 
and of that number more than 300 were 
wearing some type of metal arch supports. 
The vast majority of these were of the com- 
mercial type and the length of wearing time 
varied from several months to 30. years. 
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Our final tabulation of figures demon- 
strated to us that there was no correlation 
between loss of plantar tissue and the wear- 
ing of such appliances, because we actually 
found more evidence of plantar tissue loss 
among an equal number of those patients 
who never wore appliances of any type. In 
re-evaluating those findings in the light of 
this discussion, the author must admit that 
all deductions on the type of tissue loss 
observed were made without benefit of sci- 
ence and by observation only. We set up 
no standards of criteria for scientific studies. 
Yet, from such a point of view alone, and 
it is the same view that is expressed by all 
podiatrists, the findings were interesting. 

Let us determine, if we can, whether or 
not there is a scientific basis to the claim 
that foot appliances will cause atrophy of 
plantar tissue. Physics teaches us that there 
are five types of stresses that can affect our 
foot structures and of all these various 
stresses those known as “compression 
stresses” are directly concerned with plantar 
foot changes. Again, there is a positive physi- 
cal law which states that under constant 
pressure of an unremitting type, living tis- 
sue will atrophy, while intermittent pres- 
sure will cause living tissue to hypertrophy. 

Since the very act of walking calls for 
pressure or compression of only one portion 
of the foot at any single moment while the 
opposite foot is swinging through the air 
without any direct pressure, only forced 
weight bearing in a fixed position for a 
long period of time could possibly cause 
atrophy. In fact, most patients in our ex- 
perience find that their feet become more 
swollen and hypertrophied as the day wears 
on. It is:this hypertrophy which is the active 
etiology in the formation of excrescences 
associated with stresses caused by shearing, 
bending and torsion with the shoe as the 
offending medium. 

The action of the foot encased in a plaster 
of Paris splint for a period of time will also 
bear out this thesis. When the cast is re- 
moved after a period of weeks or months, 
there is always atrophy present. Therefore, 
because any foot plate is in contact with the 
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plantar of the foot on an intermittent basis, 
there is no substance to the objection that 
foot plates cause atrophy of the plantar 
structures. In fact, they cause no more 
atrophy than could be caused by the wear- 
ing of foot gear alone. 

Dr. Jordan, on this point, says, “A prop- 
erly made plate . . . need cause no greater 
damage to the foot than is caused by the 
cultural factors of the modern shoe and of 
the solid plane or even ground. . . . If the 
comparison be permitted, I should like to 
say that from every angle the use of foot 
plates does not inconvenience the patient 
as much as the wearing of a dental plate, 
provided that the indications for the foot 
plate and the foot plate itself are correct.” 

There is another objection that always 
creeps into my discussion of foot appliances. 
Someone is quite ready to say that a foot 
appliance acts like a crutch and once it is 
used it must be continued indefinitely. If 
foot appliances are necessary and the proper 
appliances have been made, the length of 
time that they are used is of no consequence. 
The same people who raise this objection 
never consider their own glasses or dental 
prosthetics in the same light. Finally, a 
crutch can be a very useful and important 
device when it is needed. 

An appraisal of the second question is 
now in order. Are podiatrists adequately 
trained in the construction of foot appli- 
ances and their proper application to foot 
problems? We must compare our training 
in the mechanics of our profession with that 
received by the dentist or the optometrist. 
Using that training as a basis, I must con- 
clude that we are not well trained at our 
schools or after we leave school. From my 
own observations I must conclude that we 
do not offer a single course at any of our 
schools that compares with similar courses 
in mechanical dentistry. 

Our graduates have had insufficient prac- 
tical experience in the construction of the 
various types of appliances, nor have they 
been able to apply these appliances clin- 
ically in more than a very few instances dur- 
ing their clinical practice. I know of no 
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single school of podiatry that instructs stu- 
dents in the fabrication of metal appliances. 
In fact, there are many students at our 
schools who have never made or prescribed 
a single pair of appliances. Some of you 
may be surprised by these statements, but 
I know that most of you who have gradu- 
ated from our schools during the past 15 
years are well aware of this situation. 

If you are to assume that I and others 
in the podiatry and medical professions are 
correct in our contention that many of our 
patients require foot appliances as part of 
their regimen of total foot care, how can 
we provide such appliances with any degree 
of scientific accuracy unless we are fully 
trained to do so? We can be fairly certain 
that a very large percentage of practicing 
dentists will agree that prosthetics are essen- 
tial to their practice. We can be almost as 
certain that an equally large percentage of 
practicing ophthalmologists will agree that 
the prescribing and fitting of glasses is most 
essential in their practice. How many 
podiatrists would agree to the same prem- 
ise for devices used in their profession? 

Again, let us quote Dr. Jordan on this 
subject. He writes, “We shall find that the 
construction of efficient foot plates is a dif- 
ficult task which requires a_ thorough 
knowledge of the subject on the part of the 
physician and of the skilled, well-trained 
brace maker in a properly organized work- 
shop. . . . We shall see further that an 
understanding of the action of foot braces 
on the foot and on the relation of the foot 
to the entire body is by no means common 
knowledge, and that it is a wrong concep- 
tion of what a foot plate should or should 
not do, which is mainly responsible for the 
disrepute into which these appliances have, 
on the whole, fallen. There is no doubt in 
my mind that foot braces are necessary and 
that they constitute the most frequently 
used and one of the most valuable ortho- 
pedic appliances.” 

Ultimately there can be only one solu- 
tion to the problem that spells out our 
lack of knowledge of foot appliances. That 
solution must be found in our schools. 
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Those of us who are no longer able to re- 
turn to our schools to take advantage of 
the work that may be offered in the future 
will have to demand a number of lectures 
and demonstrations on appliance therapy 
at all of our meetings from now on. I am 
not referring to a display of newly de- 
veloped techniques and new __ practice 
methods. I am referring to the basic fun- 
damental principles on which I will touch 
when answering the next question. 


That brings us to our third question, 
“When, where and how should foot appli- 
ances be used?” Some years ago, the author 
published a paper which included five basic 
principles in the philosophy of podiatric 
practice. My fourth principle stated, “When- 
ever treatment designed to bring about a 
change for the better is not continued for 
a long enough period of time, or with too 
mild a degree of force, the change desired 
will be temporary only and the structures 
will revert to their genetic tendencies.” 

No matter how well intentioned we are 
in our treatment of our patients, we cannot 
spoon feed them hour after hour, day after 
day and week after week. Those of us who 
have mastered foot appliance therapy have 
found a very efficient method for maintain- 
ing correction and alleviating symptoms 
from the very start of treatment. Now you 
have one of the methods that | employ with 
every chronic foot imbalance that appears 
in my office with very few exceptions. | 
believe that it is imperative for the well 
being of my patient that I construct the 
foot appliance that will be most efficient 
very early in my treatment program. 

In my text book, ‘Mechanical Foot Ther- 
apy,” in a chapter on Balance Therapy, I 
state, “A balance appliance or inlay can 
serve but one basic purpose—the alignment 
of the foot to the walking surface and the 
leg so that more normal function will re- 
sult.” Since “‘structure follows function,” 
beneficial structural changes will take place 
if the appliance is made and used correctly. 

In another chapter under “Indications 
for the Use of Metal Appliances,” I list 
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live basic conditions when such appliances 
could be used beneficially: 

1. To support foot structures that have 
been distorted by crushing injuries. 


2. To support foot structures with con- 
genital structural defects. 


9 


3. For children of all ages whose struc- 
tural or muscular instability is of a primary 
nature above the first horizontal plane of 
the foot. 

4. Excessively overweight adults for all 
types of foot conditions requiring supportive 
therapy. 

5. As a supportive measure for the care 
of fractures of tarsal, mid-tarsal and meta- 
tarsal bones. 

Dr. Jordan, in his discussion on the in- 
dications for foot plates, lists the following 
reasons for their uses: 

1. For prophylactic purposes, 


2. As a means of correction, 


3. As a foundation and support. 


In his development of the first statement, 
Dr. Jordan writes, “A foot plate should be 
worn for prophylactic reasons as soon as 
subjective signs of fatigue or pain on stand- 
ing or walking manifest themselves, the gait 
becomes unstable, or the patient complains 
of frequent ‘turning over’ with his foot or 
even sprains of the ankle joint. . . . In 
patients who have no subjective symptoms, 
the prophylactic use of plates is indicated 
if there is a marked increase in body weight, 
such as pregnancy, in endocrine or ali- 
mentary obesity, after fractures of the foot 
or leg, following operations on the extremi- 
ties, in cases of vericose veins in poor bodily 
carriage, and finally after prolonged rest in 
bed necessitated, for example, by chronic 
infectious disease.” 

On point number two, Dr. Jordan states, 
“As a means of correction a foot brace is 
indicated wherever examination shows a 
deformity of the foot or a faulty static align- 
ment of the extremity regardless of whether 
the pathologic condition has already caused 
clinical symptoms or whether it has been 
discovered accidentally. . . . This group of 
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cases which necessitate the corrective action 
of a foot brace is by far the largest and in- 
cludes pes planus, pes valgus, pes transverse- 
planus, the possible combinations of these 
three components in various degrees, and 
deformities of the metatarsals and the toes 
such as hallux valgus, hammer toe, hallus 
rigidus, and others which sooner or later 
may follow the primary malformation or 
malposition of the entire foot. 

“All the cases mentioned in this group 
have in common the need for correction of 
the foot’s position, while there is little or 
no need for support. For the indications in 
this group to be fulfilled flexibility or re- 
laxation of the foot in all its sections is 
essential, This means that it must be pos- 
sible to convert a rigid foot into a flexible 
or relaxed foot before a correcting foot 
brace can be built and applied.” 

In consideration of the third indication 
for foot plates, Dr. Jordan. states, “The 
third group of indications for a foot brace 
represents cases in which pain and insuffi- 
ciency require support for the foot but in 
which there is no possibility of correcting 
the pathological condition by conservative 
or operative measures. The end-results of 
corrective procedures for paralyzed feet or 
for congenital deformities, ankylosed feet 
following infectious arthritis or osteomyeli- 
tis, belong to this group; also the rigid pes 
plano-valgus, etc. in patients who cannot 
stand or who for various reasons refuse cor- 
rective measures. The prime purpose of 
foot plates in these cases is to effect a correct, 
painless distribution of weight and_ to 
establish as far as possible the correct posi- 
tion of the elements of the foot in relation 
to the line of gravity of the leg.” 

In this series of statements we have a very 
comprehensive outline for the use of foot 
appliances. Having attempted to answer the 
questions when they should be used, I will 
try to answer the question of how to use 
foot appliances. 

The question “how” should really refer 
to the type of foot appliances that would be 
most appropriate or beneficial for certain 
specific conditions. It should also refer to 


Yodiatry Association, September, 1961 


the multiple factors that are associated with 
the construction, fitting, patient's coopera- 
tion and repair of foot appliances. No single 
paper could possibly cover a subject of such 
magnitude but we will try to approach some 
of the aspects relating to these problems. 

It is the opinion of the author and one 
that is totally substantiated by Dickson, 
Dively and many other authors that all foot 
appliances should be made for the entire 
foot and not just for a segment of the foot. 
The foot as a total structure requires aid 
when any single part is affected adversely. 

The type of appliance to be used can vary 
considerably depending on the background 
and experience of the doctor. However, here 
also, most authorities agree that foot appli- 
ances should be constructed over models of 
the feet that have been taken with great 
care and purpose. The convenience of the 
doctor should never become a major factor 
in his decision for or against a plaster model. 
Only the welfare of the patient should re- 
main as the final consideration. 

Furthermore, no appliance can be much 
better than the skill and preparation that 
enters into its construction. In most  in- 
stances the skill of the doctor ends with his 
diagnosis and directions to the bracemaker, 
for the bracemaker does not have the 
knowledge or the clinical experience of the 
doctor, but neither has the doctor the facili- 
ties nor the mechanical aptitude of the 
bracemaker. Each has his supreme sphere 
and certainly each serves his purpose. 
Together they make up a team that cannot 
be surpassed for the benefit of the patient. 

The decision to use rigid or flexible 
appliances should never depend upon the 
doctor’s prejudicial attitude or his simple 
preference to always use one type for all 
problems. Earlier in this paper we named 
specific conditions where the use of metal 
therapy was indicated and other conditions 
that would respond best when flexible ap- 
pliances were used. The construction of 
metal appliances requires a considerable 
amount of equipment and a great degree of 
skill. Very few podiatrists have the facilities 
or the capabilities for constructing metal 
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foot appliances. However, all podiatrists 
should have the simple equipment that it 
takes to adjust or modify such appliances 
and they should learn the methods used to 
bring about such adjustments. All that is 
required is a good vise, a lead block, several 
peen head hammers and a rawhide hammer. 
Your bracemaker will be happy to give you 
the necessary instructions that will enable 
you to make most of the modifications 
required. 

While many podiatrists construct their 
own appliances from ready-made shells, 
forms, fillers and a vast variety of materials 
that can be poured, moulded, baked or 
ground out, I have seen very few finished 
products that bore much resemblance to, or 
could fulfill its purpose as well as a_pro- 
fessionally constructed foot appliance. Most 
doctors have neither the time nor the skill 
that is needed to produce work of profes- 
sional quality. We become incensed when 
our patients indulge in bathroom surgery, 
vet we ask our patients to accept foot ap- 
pliances that are amateurish, at best. 

Fitting the appliance to the foot and the 
shoe and directing the patient in the use 
of the appliance is in itself an art. It is 
my belief that many doctors become dis- 
couraged with foot appliances very early in 
their practice because they do not under- 
stand the nature of this problem or how to 
handle it. It is questionable whether there 
are any shoes on the market that are ideal 
for the use of appliances. Since that is true, 
it becomes the task of the doctor and the 
bracemaker to understand the shoe problem 
and to construct the appliances so that they 
will take up a minimum amount of space 
in a well fitted shoe. 

The following factors must be taken into 
consideration when we consider shoes as a 
housing for foot appliances: 

1. New appliances should be worn in new 
shoes only for best results. 

2. Recently purchased shoes may be used 
only if they are of the proper last and fit 
the foot very well. 

3. The heel height must conform to the 
construction of the appliance. This is 
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especially true when rigid appliances are 
fitted. 

4. The shoes must be cut high enough at 
the quarters and must have a pear-shaped 
heel seat and a narrow back last. 

5. Shoes must never be too long or too 
short. 


6. Extra depth shoes have some additional 
value when bulky foot appliances must be 
fitted. 

7. The shank of the shoe must be wide 
enough to support the base of the appliance 
without spreading the shoe. 

The shoe is only one factor that must be 
considered in the broad subject of careful 
fitting of foot appliances. When the appli- 
ance has been completed and the patient 
is ready for a fitting, the following steps 
will insure the best results. 

1. Apply the appliance to the foot off 
of weight bearing and check to make certain 
that all of the landmarks of the foot are 
properly contained within the appliance. 

2. Check for any possible pressure points 
or areas of irritation—especially with metal 
appliances. 

§. Repeat procedures one and two with 
the feet assuming partial weight bearing. 

|. Take the appliances and the shoes to 
your laboratory out of the 
patient’s view, and fit tie appliances to the 
shoes. All shoe adjustments and appliance 
adjustments relating te this important 
fitting must be made at this time. 


workshop, 


5. Have your patient put on the shoes 
with the appliances and allow the patient 
to walk with them for about five minutes. 
After that time if there are no major 
problems, do not rush to make any further 
changes at this time. 


6. Instruct your patient to wear the ap- 
pliances in the shoes for which they were 
fitted for no more than two hours at any 
time for the first few days. The wearing 
time may be increased each day if no 
problems develop. If the patient is em- 
ployed, it is best to wear them at home or 
on weekends for the first few days. 
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7. The patient must be instructed to call 
the doctor if any difficulties are experienced 
in carrying out these instructions. If there 
are no difficulties the patient is instructed 
to return in two weeks. When problems 
arise, the patient must be seen at an earlier 
date. 

8. When the patient returns to your office 
make those adjustments that you can and 
know how to make. If there are major 
changes to be effected, return the appliances 
to the laboratory for such alterations. 

9. All of the above directions relate to the 
fitting of foot appliances for adults only. 
Most children require very little alteration 
to their appliances and in most instances 
they can walk out with their appliances 
with little or no discomfort. This is as true 
with the fitting of metal appliances as it 
is with appliances made with more flexible 
materials, 

Finally, we must consider the intelligent 
use of the appliances by the patient. Since 
no doctor can follow his patient and con- 
cern himself with all of his patient’s activi- 
lies, this factor in the rationale of foot 
appliance therapy becomes a most impor- 
tant one. 

The patient must be given specific infor- 
mation about the use of his appliances, and 
since most people remember very little 
about what they are told verbally, it is best 
to prepare a printed list of instructions. 
Here are some of the items that may be 
included: 

1. Your appliances were scientifically con- 
ceived and constructed for your feet and 
they will not be of any value to any other 
person. Like your dentures or your glasses, 
they are precision devices. 


2. Never make any repairs or changes on 
your foot appliances or allow anyone other 
than a podiatrist to make such changes. 


3. Since feet can undergo drastic 
changes as the result of illness, mechanical 
abuse, increase or loss of body weight, im- 
properly fitted shoes and for numerous 
other reasons, your appliances may require 
adjustments to compensate for these 
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changes. Let your podiatrist be the judge 
of such requirements. 

4. As long as you are wearing appli- 
ances make it your business to have all of 
your new shoes checked by your podiatrist. 
He alone can advise you on the proper fit 
of the appliances in your new shoes. 

5. Since foot appliances -receive far 
greater abuse than any other prosthetics, 
such as dentures or glasses, they must be 
inspected regularly. Make certain that 
your podiatrist checks them at least once 
every six months so that he can keep them 
in good repair. 

6. Because of this great amount of wear 
and tear on your appliances it will be 
necessary to replace them from time to 
time. If your feet are performing efficiently, 
return to your podiatrist for a re-evalua- 
tion of your problem before you decide to 
go without appliances or to use some sub- 
stitute which may cause considerable dam- 
age to your feet. 


Before concluding my thesis it may be 
well to point out a few facts on economics 
relating to foot appliances. In projecting 
the figures supplied by the A.P..A. Council 
on Professional information as published 
in the October 1960 issue of the A.P.A. 
Journal (item number 45) , we find that all 
podiatrists in the United States used ap- 
proximately 150,000 pairs of foot appli- 
ances in their practice during a_ 1-year 
period. If this were broken down it would 
mean that each podiatrist used less than 
20 appliances a year, or less than two pairs 
each month. 

Let us compare this to the most interest- 
ing statement that has been fairly well 
authenticated, that between two and three 
million pairs of commercial appliances are 
sold in the United States each year. The 
American citizens would be insulted today 
if they would be confronted at the average 
department store with a counter full of 
dentures for individual fitting or eyeglasses 
for the same purpose. And yet, every de- 
partment store in your community displays 
and encourages the sale and use of foot 
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appliances of every conceivable description. 
How many times a week do you see your 
own patients in the privacy of your own 
office remove their shoes containing a pair 
of these commercial devices? It is my con- 
tention that every time you see such a pa- 
tient it is a severe indictment of your own 
inadequacy or that of some other podia- 
trist who treated that patient last. 
Whenever a patient purchases a commer- 
cial foot appliance they do so only because 
they are attempting to obtain more com- 
fort or more correction than we have been 
able to offer. The fact that we are com- 
mitting economic suicide by ignoring this 
vital area of our practice is almost beyond 
the comprehension of any sensible business- 
minded professional man, but of greater 
importance by far is the fact that we are 
allowing this important area of therapy to 
remain in the grip of the commercialists 
and we are entrusting our patients to their 


mercy by the thousands every day of the 
vear. 

In conclusion, may I repeat that I have 
attempted to develop the rationale for the 
use of foot appliances from all of its pos- 
sible aspects. The scientific and intelligent 
use of foot appliances will be of consider- 
able benefit to our patients and can en- 
hance the position of the podiatrist in 
many ways. 


25 FE. Washington Street 
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“Neither should we attempt to cure 
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the body without curing the soul.” 


—Plato 427-347 B.C. 
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The Foot in Transient Synovitis of the Hip* 
Benjamin Brody, Ph.G., Pod.D., F.A.C.F.O., A.S.C.R.+ 


It 1s the purpose of this paper to describe 
transient synovitis of the hip and its rela- 
tion to the foot and illustrate the condi- 
tion by a case report. To the best of the 
author’s knowledge, the treatment of syno- 
vitis of the hip affecting the foot has not 
been reported in our literature. 

It is probable that injury at the hip- 
joint, wherein the synovial sheath becomes 
inflamed, irritated and congested, produces 
a synovitis of the hip. When this synovial 
sheath is affected and there is no evidence 
of the presence of pus, the condition is 
termed transitory synovitis. This conges- 
tion, with diminished local resistance in- 
duced by it, may result in a limp and 
restriction of motion. 

Synovitis can attack any joint. It may 
be due to infection or trauma. When it 
affects the hip it is commonly referred to 
as transitory synovitis. Transitory syno- 
vitis is associated with trauma, upper res- 
piratory infection, and inflammatory con- 
ditions in children associated with con- 
tagious infection. 

The characteristic signs in transient syno- 
vitis of the hip are a steppage gait and a 
limp, commonly referred to as a_psoatic 
limp, in which the femur is maintained in 
external rotation, flexion, and abduction, 
wherein tension on the ilipsoas muscle is 
minimal. Pain is the accompanying symp- 
tom. Together with these two important 
criteria are negative X-ray findings.':* 
There are no bony abnormalities to be 
found. In some cases capsular swelling is 
seen on the posterior and lateral aspects of 
the acetabulum. The epiphysis is not al- 
tered. X-rays do have a value by excluding 
Perthe’s Disease when there is no evidence 
of destruction in the epiphysis. 

The etiology of this condition is un- 
known but it is thought to be associated 


*Presented at The Scientific Meeting of The Acad- 
emy of Podiatry, New York City, December, 1960. 
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with trauma or infection. There may have 
been a history of a recent upper respiratory 
infection a history of allergy or a history 
of trauma to the affected side. Spock’s* 
studies show that there may have been a 
recent active infection of the respiratory 
tract and that perhaps a variety of infec- 
tious agents were responsible for the syn- 
drome, especially beta-hemolytic strepto- 
cocci and B virus. 

Although a number of papers*!° have 
been written on transient synovitis of the 
hip, Spock’s paper summarizes and corre- 
lates much of the information on this com- 
mon affection of children. Spock concludes 
that the condition occurs most commonly 
in children up to 7 years of age; males 
more frequently than females and rarely 
negroes; disease has an acute onset—symp- 
toms are usually present on | to 3 days 
before medical care is sought. Predominant 
symptoms are limp pain or both. Pain 
may be localized in the hip, thigh or knee. 
Either hip can be involved but the right 
more frequently than the left and exam- 
ination reveals patient to appear well; 
sometimes acutely or mildly ill. Two- 
thirds have an upper respiratory infection, 
and patients are frequently obese and 
stocky. A slight elevation of temperature 
may be noted. All patients exhibit definite 
but varied restriction in passive motion of 
the involved hip joint and limp is usually 
present. Average duration of illness, 13 
days; disease is self limited but occasionally 
there are reoccurrences. Few patients de- 
velop Leg-Perthes Disease and X-rays of the 
hip are useful in excluding other pathologi- 
cal conditions and are not helpful in the 
diagnosis of transient synovitis of the hip. 
In Spock's report of a series of 47 patients, 
normal bony texture was found in 47 cases. 


+Staff Podiatrist, Dept. of Surgery, Brooklyn Jew- 
ish Hospital, Brooklyn Doctor's Hospital, and Lin- 
den General Hospital of Brooklyn. 
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Treatment for both acute and chronic 
cases require complete bed rest and anti- 
biotics for any infection present. Mild seda- 
tion as required and acetylsalicylic acid are 
recommended. When pain is marked, fixa- 
tion in traction, followed by a plaster cast 
mav be advisable. Synovitis is not in itsclt 
serious and usually clears up rapidly. 


Case Report 

S.A.B., a 7-year-old, weight 58 Ibs., ht. 
4 ft. 2 in., well-nourished male, was brought 
in for examination. Approximately 3 davs 
before the examination, the mother noted 
the onset of pain in the left hip on weight- 
bearing and in motion. She noticed that 
the child had begun to limp and walk 
peculiarly. There was no history of an 
injury, not even a trivial injury. There 
was a possibility that his older brother, 
age 11, had playfuliy injured him. When 
the child complained that he was unable 
to walk, podiatry care was sought 


Past Medical History 


Patient had usual childhood diseases: 
mumps, German measles, chicken pox, and 
a history of allergy. The child has been 
receiving weekly desensitizing injections. 
There was a_ history of infected sore 
throats for the past 3 years. Just 6 months 
prior to office visit tonsillectomy was per- 
formed on child. Child had received regu- 
lar immunizations. 


Physical Examination 


The patient’s temperature, pulse, blood 
pressure and respiration were sound. The 
patient was a pleasant, cheerful and bright 
child, who did not appear acutely or chron- 
ically ill. He was in moderate discomfort 
and was somewhat disabled by the pain in 
the hip. Motion of the hip joint caused 
increased discomfort. A full range of mo- 
tion could not be performed by the pa- 
tient. There was some restriction of ex- 
ternal rotation but marked limitation and 
restriction of internal rotation. The child 
was tested for tension by determining the 
degree of abduction that was possible. The 
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child was placed supine on the examining 
table. It was possible to spread the un- 
affected leg, while hip was flexed to 90 de- 
grees (within normal range of motion) , so 
that the thigh lay flat on the table. With 
the affected limb this was not possible. 
There was approximately a 15 degree limi- 
tation in abduction trom the table. During 
ambulation across the examining room, the 
leg was externally rotated and_ slightly 
flexed. The knee was flexed and the foot 
planted flat on the ground. As a rule this 
is the general position of the foot (rarely, 
however, the foot may also be held in 
talipes equinus). Accommodation — was 
made by mild flexion and external rotation 
of the hip. A stance and gait analysis ac- 
cording to Schuster!’ revealed the following: 
Left Right 
‘Vibial Prominence ‘To 
Leg Relationship a.p. 
between ankles 
This represents a 5 degree knock-knee 
attitude but is not significant. 


Scaphoid Differential 2/16" 2/16” 
Within normal limits. 
Achilles Angles 9deg. 1 deg. 


Left reading was beyond average indi- 
cating inverting therapy was required, 
though findings may or may not be related 
to hip. 

Forefoot Diff. 3 deg. 1 deg. 
Foot Elongation 2/16” 2/16” 

Both were within normal limits. 
Metatarsal Splay 

Left was slightly beyond average, but not 
significant. 

Stance Angle 8 deg. intoe 
Gait Angles 5 deg. 0) 
intoe 
Length of Stride 14” 
All of above were not significant. 
Width of Stride from Center 

of Heel to Center of Heel 4.5” 

This was wider than average and may 
have been related to the hip condition. 

The remainder of the physical examina- 
tion was unremarkable. Laboratory inves- 
tigation revealed a normal hemoglobin, 
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sedimentation rate, white and red blood 
count and differential white cell analysis. 


The urine was within normal limits. 


Clinical Course 

Several diagnostic possibilities were con- 
sidered. The child was referred to an or- 
thopedist where a diagnosis of synovitis of 
the hip was made. X-ray studies of the 
hip revealed no pathology. ‘The diagnosis 
was made alter ruling out the varied hip 
possibilities. The child) was instructed to 
remain in bed for 2 weeks, when follow up 
roentgenograms of the hip were found to 
be normal. The child remained in bed 
lor another 2 weeks and was then com- 
pletely asymptomatic. 

Alter consultation with the orthopedist, 
an appliance was made for the child on his 
recovery. A steel Shaffer plate, with an 
outer flange and a heel wedge on the in- 
side of the left plate was constructed. Since 
the left heel everted 9 degrees, which was 
beyond average, inverting therapy was in- 
dicated and a wedge was applied to the 
heel of the left plate at its medial margin. 

The child was re-examined for gait and 
stance 6 months from the first visit and 
although there was no reoccurrence of his 
hip condition, new readings gave clue to 
his recovery. The width of his stride had 
decreased to 3 inches, which was average 
for this boy. This was a sign of improve- 
ment, since width of stride increases when 
there is a pain factor. The length of stride 


.Was now increased to 18”. The child walked 


with more ease. During the original exam- 
ination, extension was limited in left leg. 
When the child walked, his left leg did not 
go as far back as the right leg and the 
extension in the left leg was 114” shorter 
than the right. In this examination the 
steps were equal in length. This was un- 
doubtedly related to the hip pathology. 
Whereas the gait angle was 5 degree left 
intoe in the initial examination, it was 
now 5 degree outtoe in the left foot. The 
hip pathology had apparently caused the 
intoeing and now there was a change since 


the foot was relaxed. There were new 
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readings for the Achilles angle of 4 degrees 
on both right and left foot. This was an 
improvement, inasmuch as the norm for 
a child of his age is 6 degrees. 


Conclusion 
Transient synovitis of the hip represents 


a problem for the orthopedist. Because 


of its frequency of occurrence it should be 
recognized by the podiatrist and proper 


referral made. A diagnosis of synovitis of 


the hip cannot be made by us until all 
other varied orthopedic possibilities have 
been ruled out. 


(The author wishes to express his appreciation 
to Arnold Spiegler, M.D., for his advice and con- 
sultation with referred patient gratefully 
acknowledges the cooperation and assistance of 
R. O. Schuster, Pod.D., for his interpretation of 
the foot examination in this case, and is indebted 
to both for their review of this paper.) 


1501 West 6th Street 
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Some Comments on the Fundamentals of Foot Physiology 


IN this era of increasing physiologic 
emphasis, all fields of applied medicine are 
more concerned with function as compared 
with an earlier period of anatomic interest. 

Performance, not appearance, is of pri- 
mary concern to those who pursue the 
physiologic approach. ‘The human foot is 
a machine but it is also an organized aggre- 
gate of living tissues which require adequate 
circulation, nutrition, and innervation for 
the purposes of basic metabolism, growth, 
repair and regeneration. These funda- 
mental processes are the components of 
general physiology in distinction to other 
special, superimposed functions which 
characterize and identify the “special physi- 
ology” of the part. 

It is with regard to the special physiology 
of the human foot that we podiatrists are 
especially concerned. The modern podiatrist 
is emerging as the health guardian of the 
peculiar foot mechanism—a specialized or- 
gan of the musculoskeletal system. In order 
to maintain its claim to a distinct specializa- 
tion, the podiatry profession must investigate 
and demonstrate the distinctive functional 
characteristics of the human foot which de- 
mand its special training and interest. 

The human foot is structurally and func- 
tionally adapted for maintaining efficient 
patterns of variable static and kinetic resist- 
ance to corresponding body demands and 
activity. 

As organs participating the main- 
tenance and preservation of a relatively 
static body attitude, as in normal stance, 
the two feet supply a considerable basal area 
for body support and stable equilibrium. 
In walking, each foot alternately serves as 
a dynamic balancer and resolving agent of 
both the usual and unusual moments of 
gravitational force. The intrinsic mobility 
and resiliency of kinetic foot action occur- 
ring in gait is approximated by, and 
observable during, one foot step. 
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The ensuing is devoted to a superficial 
description of static and kinetic foot func- 
tion with particular emphasis upon the 
special physiology underlying such capacity. 

Static foot) function primarily sup- 
portive in nature with balancing demands 
reduced by the innate stability of “bimelic” 
stance. Though continuous minor displace- 
ments of body position require perpetual, 
tonic postural readjustment under proprio- 
ceptive direction, it can be said that foot 
alignment is maintained with but minimal 
muscular effort and energy expense. The 
unremitting burden, however small, may at 
times exceed safe limits of duration with 
the resulting onset of muscular fatigue and 
fibrofascial “strain,” the consequence ol 
disturbed static equilibrium, 

Optimal bone-joint configuration and 
static alignment has been minutely detailed 
by Felton Gamble'. We must insist, how- 
ever, that static foot function is physiologic, 
not morphologic, and that the latter criteria 
must be employed as a basis, not a system, 
for static evaluation of clinical disorders. 
Gamble recognizes the limitations of 
morphologic data when he says “An apt 
clinician will utilize every diagnostic con- 
sideration in evaluating the status of foot 
orthopedic problems.” 

Upon the knowledge of morphoanatomic 
normalcy can be superimposed the physio- 
logic concepts of Dudley Morton? who has 
interpreted the human foot as a specialized 
mechanism for the “refractive” utilization 
of gravitational stress. The controlled inter- 
action between imposed and responsive foot 
forces is the physiologic basis of specialized 
function by this organ. 

An improved knowledge of the com- 
ponent forces which normally subserve static 
alignment and equilibrium will yield huge 
rewards in the clinical future. 

Kinetic foot function embraces the more 
dynamic aspects of controlled mobility 
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evidenced in normal gait, as well as in more 
vigorous locomotor activities. 

In walking, the overlapping sequence of 
alternate limb support indicates a relative 
independence of kinetic foot action. Inter- 
dependence cannot be denied when the 
over-all gait pattern is surveyed, but each 
foot executes a kinetic routine involving 
body reception, transmission and propul- 
sion, in a somewhat independent fashion. 

Whereas the intermittent contact area of 
single foot support is much narrower than 
that of “two foot” stance, there‘is a com- 
parable reduction of and need for collateral 
body stability in gait. Forward body 
momentum reduces the need in collateral 
security in the same way that bicycling 
balance is enhanced through forward 
acceleration, 

Diminished collateral stability in gait, 
however, is not a weakness or deficiency as 
it might initially appear. The instability 
is supplanted by controlled foot mobility in 
the mediolateral and 
eversion are the pedic postural expressions 
of such mobility. Not only do they serve to 
maintain a balanced relationship between 
foot and body, but they allow the smooth 


plane. Inversion 


transition of body “facing” in the alternat- 
ing directions of intermittent support. 
Axial torso-limb rotation toward, then away 
from, the supporting foot is resolved by foot 
postural fluctuation from inversion to ever- 
sion*. 

Too long have the collateral foot move- 
ments received only pathologic notoriety 
from the profession. It must be recognized 
that these intrinsic postural variations are 
not entities, fit only for therapeutic confine- 
ment. These are singularly human features 
which distinguish the foot of man and 
permit him his graceful, upright terrestrial 
stride. 
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The human foot is an organ of distinctive 
function — is 
specialized by virtue of its capacity fon 


mechanical function. Foot 
efficient, variable resistance to its gravita- 
tional burden. The dual nature of the foot 
as an instrument of both static and kinetic 
design, exposes it, under civilized abuse, to 
a multitude of debilitating factors, and ex- 
plains its extreme susceptibility toward 
derangement. 

In stance, the feet are remarkable in that 
they maintain body support and balance fon 
extended periods without undue muscula 
effort, energy output, or fatigue. Normally, 
they possess a marked reserve capacity 
which, however, may be reduced by such 
factors as poor posture, over-weight, illness, 
and inherent 
defects. 


predisposing mechanical 

In gait, the feet reveal extraordinary 
kinetic capacity by means of which dynamic 
support, balance, resiliency, and propulsion 
are derived. The body 
motions, especially those of rotational 


resolution — of 


nature, has not received adequate attention 
as a specific factor in foot capacity. Most 
authors, dealing with foot action in loco- 
motion, have depicted the organ as but a 
rigid lever which propels the torso forward. 
As a result, the intrinsic, kinetic potential 
remains largely an unexplored area in foot 
physiology. 
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The Therapeutics of a Surface Analgesic for 


Musculoskeletal Problems of the Lower Extremities* 


Every text on management of musculo- 
skeletal disorders associated with pain 
recommends some form of physiotherapy. 
Massage has long been prescribed as one 
of the modalities of physical medicine. 

question arises as to the benefits 
obtained with massage. Is it the hyperemic 
effect of the massage alone that relieves the 
pain? Liniments are prescribed generally 
for their rubefacient, counter-irritant, 
mildly astringent and penetrating eflects.! 

Many fat-soluble preparations are ab- 
sorbed through the skin. The fat-soluble 
agents usually used are: methyl salicylate 
(oil of wintergreen), turpentine, mustard, 
thyme, camphor, rosemary oil, cinnamon 
oil, menthol, phenol, capsicum, chloroform, 
ether, eucalyptol, plus all the local anes- 
thetics of caine derivatives. 

The amount of absorption through the 
skin has caused varied discussions since 
musculoskeletal pain is usually deep-seated. 
The nerves leading to the tendons and 
muscles must be reached to alleviate the 
pain, 

Spraying an area with ethyl chloride or 
infiltrating the area with local anesthetics 
usually relieves the pain. 

By incorporating 30°; methyl salicylz te 
and 3°% benzocaine in a special fat-soluble 
amine in an aerosol form, it was found that 
greater penetration through the stratum 
corneum could be obtained. Gordon & 
Haas,? in an intensive study of chronic 
musculoskeletal conditions found that, in 
conditions such as osteoarthritis and rheuma- 
toid arthritis, painful healed fractures, low 
back pains, rotator cuff tendonitis, fibro- 
myositis, sprain of joint, tear of muscle and 
costoscapular syndrome, which did not re- 


* Paper Submitted to The William J. Stickel An- 
nual Awards for Research in Podiatry-Chiropody 
for 1960. 
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spond to whirlpool bath, heat, massage and 
diathermy, 85 to 90 per cent responded 
after treatment with Ger-O-Foam.®! 

Anesthesia obtained with the product is 
such, that when different degrees of water 
in a test tube are applied to the skin after 
massaging with the preparation, the patient 
finds it difficult to distinguish between 
varied degrees of heat and cold. However, 
there is no impairment of sensory feeling 
to pin-prick. 

When the medication is massaged into 
normal tissues no feeling of warmth is 
recognized. However, if massaged into pain- 
ful areas, a degree of warmth is obtained. 
it is theorized that the degree of heat ob- 
tained with Ger-O-Foam is proportionate 
to the degree of involvement of the afferent 
and sensory nerve endings. In pathologically 
affected areas the nerve endings carry their 
impulses faster to the brain. It has been 
clinically proven that the application ol 
Ger-O-Foam to affected areas gives a sensa- 
tion of warmth with marked relief of pain. 

When the size of two golf balls of the Foam 
(which contains 1/60th of an ounce of 
methyl salicylate) is rubbed into the back 
from the base of the neck to the coccyx, the 
patient will have blood levels of salicylates. 


Therapeutic Trials 

As a podiatrist, I attempted to adapt the 
aerosol analgesic for use in the lower ex- 
tremities. Various foot and leg problems 
were treated with proper physiotherapy 
measures and the mentioned product. 
Among these were: myositis, tendonitis, 
painful healed fractures, fibromyositis, cal- 
caneal spurs, strained plantar fascia, Mor- 
ton’s neuralgia, ankle sprain, hallux limitus 
and hallux valgus. 


®t Geriatric Pharmaceutical Corp., Bellerose, New 
York. 
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Myositis: Physiological experiments are on 
record proving that massage applied to a 
resting muscle increases its power for work 
and retards fatigue.* In conditions of in- 
flammation of muscles, especially of the 
gastrocnemius group, massage with Ger-O- 
Foam increased muscular tone and stimu- 
lated the venous and lymphatic circulation, 
carrying away some of the waste products. 
Some 40 applications of the surface anal- 
gesic were applied to eight cases of myositis 
of the calf muscles or arch of the foot or 
muscle spasm of the big toe. -Frequently 
physical therapy measures in the form of 
heat preceded the massage. In each case 
the myositis or myofascitis due to imbalance 
or overactivity were greatly relieved. 

Tendonitis: Trauma in the form of one 
severe blow or multiple minimal strains may 
affect a tendon at the musculotendinous 
junction or in the tendon itself or at its 
point of insertion. Swelling surrounds the 
injured site with pain, tenderness, crepitus 
and limitation of motion. Gentle applica- 
tion of Ger-O-Foam with ultrasound therapy 
of 1.5 watts/Cm? for 5 minutes in 6 cases 
of tenosynovitis including 2 cases of sesa- 
moiditis for more than 30 applications 
resulted in marked reduction of symptoms. 

Painful Healed Fractures: Any case of 
prolonged immobilization of a limb in a 
cast with resultant muscular weakness due 
to disuse may be aided by properly applied 
massage. This will induce better nutrition 
and may prevent muscular atrophy. Painful 
bone lesions are favorably influenced by 
Ger-O-Foam massage by the resorption of 
edema, the softening of induration and 
loosening of adhesions. Four cases of post- 
fracture in bones of the foot, two phalangeal 
bones, and two metatarsal bones were pre- 
scribed home care with this treatment. 

Fibromyositis: This appears to be an in- 
volvement of white fibrous connective tissue 
by a hypothetical toxin.* One case was 
treated by home care with Ger-O-Foam 
massage. Symptoms subsided within | week. 

Calcaneal spurs: Acute pain and inflam- 
mation of these recalcitrant conditions were 
relieved by orthopedic treatment and by the 
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repeated application of Ger-O-Foam and 
ultrasound. Ger-O-Foam, when spread 
evenly over the integument, may act as its 
own contact media or it may be combined 
with baby lotion or mineral oil for more 
concentrated transfer of the ultrasound rays. 
Either way the foam gives the patient a 
sensation of penetration. Four cases of this 
foot condition were treated in this manner 
with marked palliation in each case. 

Strained plantar fascia: Various traumas 
to the plantar surfaces of the feet result in 
metatarsalgia and/or plantalgia, The 
efhcacy of Ger-O-Foam massage in home 
care for tired, aching, fatigue-ridden feet 
revealed itself in more than a dozen Cases. 
Alleviagion of symptoms was comparable to 
a hot foot soak, but with less time and effort 
involved. Some women told me they carried 
the aerosol can with them in their purse 
and massaged their feet in a department 
store rest room when they were part way 
through their shopping day. 

Morton's neuralgia: “Two cases of this 
condition were tested with Ger-O-Foam 
massage. One case did not respond to any 
type of therapy and finally had to be sub- 
mitted for surgery. The other condition 
had some respite from symptoms of a non- 
permanent nature. Orthopedic treatment 
finally resolved this case. Since the super- 
ficial branch of the lateral plantar nerve® 
that is involved in this condition does not 
lie close to the surface, the medication could 
not penetrate to the pathologic site. The 
neuralgia did respond better when the 
product was used conjunction with 
ultrasound. 

Ankle sprain: Three cases of ankle sprain 
responded well to more than 20 applica- 
tions of Ger-O-Foam with ultrasound 
between strappings. Also for two other cases 
that complained of discomfort, especially 
when the weather changed, owing to old 
healed ankle sprains, massage with the 
product at home proved comforting. 

Hallux valgus and hallux limitus: These 
chronic conditions showed themselves to be 
more amenable to stretching exercise after 
the application of heat and mild massage 
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with Ger-O-Foam. Six cases consisting of 
36 applications of the product were treated. 
All responded positively to the massage if 
not to the orthopedic therapy. 


Conclusion 

An advantage to having the topical 
analgesic in an aerosol can is that the 
molecular particles of methylsalicylate are 
broken up into tiny individual globular 
masses with more penetrating power. 
Massage alone and especially the rotating 
massaging motion of the ultrasonic head 
forces the fat-soluble amine containing 
benzocaine deep into underlying structures. 
The sedative effect reduces pain and allows 
motion and exercise otherwise impossible to 
administer. In no instance in this study 
was a dermatitis or other side reaction 
noted. The medication should not be used 
in those conditions where ordinary massage 
would be contraindicated. 

The results here reported warrant further 
control and placebo testing to determine 
how much of the effectiveness of the treat- 
ments that have been described are attribut- 
able to Ger-O-Foam. 


Summary 


Forty-eight cases of foot pathology were 
treated with a topical analgesic agent. All 
cases were of a musculoskeletal nature. In 
all but one case (Morton’s toe) there was 
amelioration of pain to some degree. This 
indicates that the above described surface 
analgesic acted as an aid in the therapeutic 
application of massage, ultrasound and 
other physical therapy modalities. 


1845 Summer Street 
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“The pediatrician and the general prac- 
titioner have a unique opportunity to pick 
up individual actions and behavior pat- 
terns that may presage more overt anti- 
social acts if left unmodified.” 


Robert M. Lawson, M.D., 
University of Miami School of 
Medicine 
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Revivification and Resuscitation Therapy in Cardiae Arrest 


Some day, while you watch, you may be 
confronted with the acute attack and 
sudden death of a relative, a friend, or a 
patient presenting symptoms of asphyxia 
and cardiac arrest. 

The surprise will shock the usual by- 
stander into paralytic inactivity. However, 
there is no time to wait for am ambulance 
or a personal physician. The podiatrist 
must bridge the gap between life and death 
for the victim. 

Reversal of death and resuscitation is 
possible if the following treatment is under- 
taken before 4 minutes of cerebral anoxia 
have passed. After 5 minutes, the brain will 
be irreversibly damaged, thus, the necessity 
for prompt action by you. 

Whether the cause of acute cardiac stand- 
still be from myocardial infarction, reaction 
to anesthesia, electric shock, choking and 
strangling, drowning, suffocation, poisoning 
from gas, carbon monoxide, or drugs, the 
latest emergency therapeutic action is as 
follows: 

1. Diagnose asphyxia and cardiac arrest. 

2. Institute mouth to mouth artificial 

respiration. 

3. Institute concomitant closed chest 

massage. 

1. Carry out further indicated First Aid 

measures. 


Diagnose Asphyxia and Cardiac Arrest 
Remember that this treatment must be 
instituted within 4 minutes. Do not waste 
time on lengthy diagnosis as the patient 
may have lost 1-3 minutes already. Quickly, 
check for following signs and symptoms: no 
breathing, no heart beat, no pulse, dilated 
pupils. 
Institute Mouth to Mouth 
Artificial Respiration 
A. If you are alone with patient: 


1. Place in supine position on firm 
surface, 
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Hyperextend the head and clea 

the airway. 

3. Pull jaw forward and hold open 
his mouth with one hand. 

!. Pinch the nostrils with other hand. 

5. Blow and inflate his lungs 3 or 4 
times. 

6. Proceed with cardiac external 
manipulation. 

7. Re-inflate lungs every 30 seconds 
thereafter. 

B. If you are not alone with the patient: 
1. Place patient in supine position on 

firm surface. 


2. Hyperextend the head and clear 
the airway. 

3. Pull jaw forward and hold open 
patient’s mouth with one hand. 

1. Pinch his nostrils with the othe: 
hand, 

5. Blow and inflate his lungs 3 or 4 
times. 


6. Proceed with external cardiac 
manipulation, 


Assign and teach bystander to give 


~ 


continuous mouth to mouth arti- 

ficial respiration while you carry 

out the cardiac massage. (If by- 

stander already knows how to give 

mouth to mouth ventilation, then 

you both work simultaneously.) 

The ancient technique of mouth to 

mouth artificial respiration is utilized in 

conjunction with the closed chest cardiac 

massage because it is the most efficient and 

mosi_ practical method for this situation. 

The mouth to mouth procedure requires no 

equipment, and has the advantage of in- 

lating the victim’s lungs immediately. It 

is currently being taught by accredited 

hospitals and by American Red Cross in- 

structors. The method is clearly demon- 

strated in the latest Red Cross supplement 
on artificial respiration, 
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Other special points to remember in 
mouth to mouth resuscitation are: 
1. Clear the mouth of foreign matter, 
loosen the tie, and clear the airway. 
2. Open your mouth wide and seal the 
victim’s mouth. 

3. In adults, blow forcefully into mouth 
about 12-16 times per minute for con- 
tinuous Artificial Respiration. 

4. In child, blow gently (enough to blow 
out a candle) about 20-30 times per 
minute for continuous artificial res- 

(In children and infants, 
operator may place his mouth over 
both child’s mouth and nose.) 

5. After blowing air into lungs, remove 
your mouth from victim, tilt your 
head, and listen for patient’s passive 
expiration of air. Continue this cycle. 

6. Pressure on the epigastrium to facili- 

tate the passive expiration of air may 
be needed occasionally. Patient's nasal 
airway may be sealed also by leaning 
cheek against his nostril. This will 
free one hand. 

. Obtain a rhythm and continue until 

relieved by a hospital team. 

8. If mouth to mouth is objectionable 
because of the personal contact, the 
following aids may be employed: 

a. A handkerchief or a gauze square 
may be placed over the patient's 
mouth. 


piration. 


b. A Resuscitube Airway® may be in- 
serted, This eliminates direct oral 
contact. I strongly suggest that this 
Resusitube be obtained for your 
office, home, or car. 


Institute Closed Chest Cardiac Massage: 

A. Patient Supine: The patient is already 
in a supine position on a firm surface such 
as the floor, the ground or on a sturdy table. 

B. Artificial Respiration Starter: The 
head is hyperextended, and the lungs have 
been ventilated 3 or 4 times. 

C. Cardiac Compression: The heel of the 


® Johnson and Johnson, New Brunswick, N. J., has 
devised plastic-like tubing with mouth flange 
which can be inserted over the tongue and into the 
air passageway. 


654 


right hand is placed on the lower third of 
the patient’s sternum. The heel of the left 
hand is placed on top of the right hand to 
augment the downward force (may use 
opposite hands, if so desired). The fingers 
are not used. The pressure is not exerted 
on the ribs. The pressure is applied 
vertically until the sternum is forced down- 
ward toward the vertebral column about 
1% to 2 inches. The thoracic cage on an 
unconscious patient is flexible, and the 
downward pressure compresses the heart 
and squeezes out the blood into the arteries. 
The heart will remain in the proper posi- 
tion for this manipulation as posterior dis- 
placement is prevented by the vertebral 
column, and anteriorly is prevented by the 
sternum, and laterally is inhibited by the 
Pericardium. 


D. Cardiac Relaxation: Next, the ma- 
nipulator relaxes and lifts his hands_ to- 
gether to permit full expansion of the chest. 
The relaxation of this pressure permits the 
heart to fill with venous blood on the right 
side, and oxygenated blood on the left side. 

E. Cycle: The cardiac massage cycle is 
repeated about once per second or about 
60-80 times per minute. 


F. Vital Signs: Watch for vital signs in 
patient. 

1. Carotid or femoral pulses. 

2. Constriction of pupils. 

3. Spontaneous gasping respirations. 

G. Continuous Cardiac Massage and Arti- 
ficial Respiration. 

1. Usually the return of spontaneous 
cardiac activity occurs in 5 to 10 
minutes. However, it pro- 
ceeded as long as 75 minutes before 
successful revivification. 

2. Treatment should be uninter- 
rupted even while patient is being 
transferred to a hospital. 

3. Treatment is to be continued until 
the pulses are strong and_ blood 
pressure is normal. 

H. Other Special Points to Remember: 

1. In children up to 10 years of age, 
the pressure of the heel of one hand 
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will suffice. NOTE: Be caretul, ex- 
cessive pressure may damage the 
liver ina child. 


2. In infants, the pressure of 2 fingers 
(not the thumb), at the rate of 2 
compressions per second (120 per 
minute) will suffice. 


3. The rhythmic sternum compression 
and relaxation also assists artificial 
respiration by decreasing in- 
creasing the chest cavity. However, 
it is inadequate by itself for oxy- 
genation and must be supplemented 
by simultaneous mouth to mouth 
ventilation for maximum efficiency. 
As stated previously, if concomitant 
mechanical breathing is unavail- 
able due to the lack of a second 
person, then lung action must be 
augmented by interrupting the 
cardiac massage every 1 minute, 
or less, in order to inflate the lobes 
a few times. 

I. Further Discussion: 

Three Johns Hopkins Hospital research 
men have developed this technique of ex- 
ternal cardiac massage. It is very eflective. 
In more than 100 cardiac arrests patients, 
over 62°, were restored to pre-arrest status. 

‘These men have shown that if external 
cardiac massage, combined with mouth to 
mouth artificial respiration, is instituted 
within 4+ minutes, the circulation will be 
sustained adequately and the central ner- 
vous system will not be without oxygen long 
enough to allow damage. 

The external cardiac massage will prob- 
ably replace the “open chest” method as it 
eliminates the problems of trauma, blood 
loss, infection and postoperative complica- 
tions. 

Additional treatment for cardiac infec- 
tions, cardiac defibrillation, an endotracheal 
tube, etc., are left to the hospital team. 
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Carry Out Further Indicated 
First Aid Measures 


As soon. as possible alter concomitant 
cardiac massage and ventilation have been 
instituted, the manipulator directs: 

A. A bystander to call the hospital or the 
police for an ambulance, and instruct 
the nearest hospital that a cardiac 
arrest patient is on the way. Be sure 
that the bystander knows the exact 
location of the victim. 

B. Another bystander to act as his arti- 
ficial respiration operator, if needed. 

C. Someone to obtain blankets and to 
deftly place them beneath and around 
the victim without interfering with 
the treatment. 

D. Someone to divert trafic or keep on- 
lookers out of your way. 

E. Someone to watch cars for M.D. or 
station wagon lor possible transporta- 
tion to nearest hospital. 


Summary 

In cardiac arrest, prevention of death is 
possible if you institute closed chest cardiac 
massage concomitant with mouth to mouth 
artificial respiration before 4 minutes of 
cerebral anoxia have passed. ‘The necessary 
procedures have been outlined and de- 
scribed. 


26 Lincoln Terrace 
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Clinically Speaking 


A Severe Chronic Ischemic 


Paiient— A Case Report 


\ichael Romano, D.S.C. 
C=rrington i. 


“. MALE Caucasian, mesomorphic, age 53, a 
iis rubber worker, presented himsell with the 
: complaint of painful episodes of the right 
foot and leg. 


so History and Examination 

“ At the first office visit, the patient com- 
plained of a burning pain present at the 
plantar surface of the right foot, with 
marginal complaint associated medially and 
laterally in a dorsal projection. “The burn- 
ing was severe when the patient lay in a 
recumbent position or upon prolonged sit- 
ting with the leg in a position of depend- 
ency. The pain became so intense as to 
awaken the patient three or four times dur- 
ing the night. Upon prolonged walking, an 


intermittent claudication-like pain appeared 
in the lower leg and foot. “The patient was 


unable to pursue his normal work, and was 
a so incapacitated as to be reduced to an 
extremely quiescent existence. A psycholog- 
ical depression was becoming entrenched, 


ya and the patient’s despairing and morose 
attitude was obvious. 

Approximately 6 months prior to his ap- 
pearance in the office the patient experi- 
enced an episode of arterial occlusion of the 
right leg and foot. Pulses were diminished, 
the foot and leg cold and cyanotic. All 
symptoms very strongly suggested a definite 
occlusive process. Immediate thrombectomy 
was performed high in the iliac artery and 
a thrombus was removed. 

The patient did not respond as expected, 
and excruciating pain continued to such an 
extent that a unilateral sympathectomy was 
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histories will determine this section’s usefulness. 


performed to attempt to offset the crucial 
episodes. The patient still did not respond, 
and was pain-free only when confined to 
complete bed rest, and at that, the pains of 
ischemia were present to such a degree that 
the use of analgesics and antispasmotics was 
necessary. The patient was discharged trom 
the hospital, and the surgeon remarked that 
since the residual problem was apparently 
not subsiding, and inasmuch as no danger 
was present from clots, the condition would 
remain at a status quo. A return to normal 
life and occupation was not anticipated. 

In our history we learned that he had 
recurrent migraine cephalgia and fixed hy- 
pertension was noted. Otherwise there were 
no abnormal findings discovered by us or 
reported to us by his family physician. 

On examination, the left foot was appar- 
ently normal in dimensions as well as to 
muscle tonus, morphology, joint movement, 
etc. The afflicted right foot displayed a 
marked atrophy of all visible tissues includ- 
ing the musculature. Motion was restricted 
predominantly in eversion and dorsiflexion. 
The patient assumed an antalgic limp fixed 
in inversion plantar-flexion. “Tender- 
ness was noted at the cuboidal-metatarsal 
and talonavicular joints. Edema was not 
present. 

In the vascular examination ol the right 
foot we barely elicited a pulse in posterior 
tibial artery and none in the dorsalis pedis. 
The foot was markedly cold both objectively 
and subjectively, and the skin was definitely 
cyanotic on elevation and assumed a sickly 
rubor on dependency. Oscillometric read- 
ings confirmed our impression of decreased 
arterial circulation. Numerous  telangiec- 
tasies were noted. The left foot was essen- 
tially normal. All reflexes, tendon 
superficial, were essentially normal. 

The skin displayed the marked atrophy 
usually seen in these problems. The colo 


and 
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reaction was abnormal as described, espe- 
cially was the dependency test marked. The 
area was dry and cold and the stretched 
appearance of the skin evidenced the under- 
lying pathology. The skin of the left foot 
was normal. An incidental onvchophosis of 
the right hallux was noted. 


Diagnostic Impression 

In spite of the previous proven organic 
closure of the artery, i.e., by actual removal 
of a thrombus, we felt that a definite vaso- 
spastic element was present. “The condition 
is unilateral; the patient was a heavy smoker 
up to the time immediately prior to his 
hospitalization. It was also possible that 
this was a variation of thromboangiitis 
obliterans. The fact that a high sympathec- 
tomy had been performed and was appar- 
ently ineflective, does not rule out yaso- 
spasm, as the ultimate effect of this pro- 
cedure may be delayed for periods up to 
6 months. It was our definite impression 
that there was arterial spasm with occlusion, 
and any obstruction was considered te be a 
segmental fibrosis, or an arteriosclerotic 
process. 

Of interest, it must be noted that at the 
time the patient reported to us, his problem 
involved not only intermittent claudication- 
like pain and nocturnal episodes of ischemic 
neuritis, but what appeared to be a local 
arthro-osseous problem. In the course of 
examination, it was found that the areas of 
the cuboid and the talus at their anterior 
articulation were exquisitely tender to 
touch. These areas were definitely involved 
in the patient’s inability to ambulate, and 
because of the ischemic situation we postu- 
lated an avascular dysplasia-like process. 


Treatment Program 

In order to permit the patient to obtain 
a full night’s sleep, and to overcome the 
severe nocturnal episodes, massive doses of 
vitamin By. were given at the rate of 1000 
meg. intramuscularly bi-weekly, until sub- 
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sidence of the pain. This occurred after 
administering a total of 8000 mcg. To over- 
come the spasms in the foot, and to attempt 
to promote rapid collateral circulation 
and or earlier recanalization (depending 
on the actual pathology) , nerve blocks were 
viven bi-weekly to the sural and the pos- 
terior tibial nerves, using on the average, 
for each nerve, 3 cc. 2% Xylocaine®! with 
100 meg. of By. The time required to 
obtain relief and increase temperature, but 
no pulse gradient, was 5 weeks. Shoe ther- 
apy, including a Morton’s platform, with 
longitudinal pad and cuboid block, was 
used to relieve the tender areas of the pre- 
viously discussed osseous structure. 

This, coupled with the medical program, 
aflorded grateful relief. 


Present Course 

At present, the patient has returned to 
work, despite the surgeon’s and our own 
initial prognosis (we had only hoped to 
provide the patient a pain-free quiescent 
status). A normal working day is now 
possible with return to 85 to 90 per cent of 
normal capacity. ‘The only residual com- 
plaint is intermittent claudication of the 
upper calf on prolonged walking. 


Discussion 

The effect of B,, therapy for ischemic 
problems of sleeping or prolonged sitting 
positions are known. The beneficial results 
obtained by repeated nerve block, we feel, 
are worthy of further investigation, Fon 
whether we have produced a relaxation of 
spastic arteries, recanalization, or increase 
of collateral circulation, we do know that 
the foot is now warm and functional, within 
limits to be sure. However, a patient pre- 
viously doomed to an existence of very 
limited activity can now assume a_near- 
normal life. 
184 FE. County Road 


R1 Astra 
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Curettage and Cautery 


Of Verrucae 


Selwyn P. Schenkman, Pod.D.* 
Bronx, N. Y. 


MAny techniques for the treatment of ver- 
rucae have been presented over the years. 
These have included cautery, injection 
therapy, surgical excision and curettage. 
The following technique is a modification 
of a curettage procedure previously de- 
scribed by Prazak and ‘Thomas', Wein- 
stock”, Overcast®, and Lerner‘. 

The foot is prepared for surgery, and 
anesthesia is attained by local conduction 
or field block. Using a large cutting mas- 
toid curette the verruca is removed in toto 
by blunt dissection. ‘This is performed by 
holding the curette at the edge of the lesion 
and with a firm downward and upward 
motion the verruca is “scooped out.” ‘The 
curette is then passed around the periph- 
ery and base of the now formed crate: 
until all soft spongy verrucous material 
has been removed. The curette will only 
remove the spongy pathologic tissue and 
will pass directly over integument of 
healthy consistency. ‘Throughout the pro- 
cedure hemorrhage is controlled by digital 
pressure. After all the verrucous tissue has 
been removed a deep cavity with a smooth, 
tough, glistening white fibrous base should 
be observed. A curved Mayo scissors is used 
to cut away the overhanging skin. The 
base and side of the crater are now cau- 
terized with 75 per cent silver nitrate ap- 
plicator sticks or by superficial electro- 
cautery with a hyfrecator. The crater is 
packed with antibiotic ointment, prefer- 
ably bacitracin which because of its high 
petrolatum content prevents adhering of 
the dressing to the wound. A dry sterile 
dressing is applied. Postoperative pain is 
minimal and controlled by analgesics. The 
patient is permitted to be ambulatory. ‘The 
lesion is redressed at weekly intervals until 
complete healing takes place, which is ap- 
proximately 2 to 3 weeks. 


*Instructor, M. J. Lewi College of Podiatry 
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A modification ot a previously described 
technique for the treatment of verrucae has 
been presented. ‘This procedure affords 
permanent eradication of the lesion with 
complete ambulation of the patient, mini- 
mal postoperative pain, rapid healing, lack 
of painful scar formation, a good cosmetic 


result and can be performed on weight 
and non-weight bearing surfaces, with 
little or no loss of time from daily activities. 


406 E. 149 St. 
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Freiberg’s Infraction: 
Is It More Common Today? 


Harold J. Feder, D.S.C., F.A.C.F.O. 
Chicago, Ill. 


IN recent months our practice has seen sev- 
eral cases of a condition that was hereto- 
fore considered uncommon. | am referring 
to juvenile Freiberg’s infraction (an asep- 
tic-necrosis) of one or more of the meta- 
tarsal heads. In 17 years of practice (with 
an extensive children’s clientele) I had 
treated no more than three or four cases 
of Freiberg’s per year. Now, in a few 
months, I handle more of this condition 
than I did previously in a full year. I have 
selected from my files four cases of what | 
consider to be typical examples. 

Case #1—White, female, age 11, slightly 
obese, appeared with a limping gait of the 
left foot, obviously suffering a great amount 
of discomfort. Examination revealed an 
area of painful edema with an increased 
localized temperature of the area over- 
lying the second and third metatarsal heads 
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on the plantar surface of the left foot. Full, 
dorsoplantar, weight-bearing X-rays re- 
vealed an increased joint space between 
the second metatarsophalangeal articula- 
tion; a localized area of demineralization 
appeared in the left second metatarsal head. 
The affected head appeared “squarish” in 


comparison with the others. Diagnosis: 
Aseptic-necrosis, left second metatarsal 
head. 

Case #2—White, female, age 14, appeared 


in my office complaining of pain on weight- 
bearing for last few days. The area of 
discomfort was the ball of the left foot. 
Examination revealed a localized area of 
tenderness on the plantar flexion of the 
second toe. An extreme amount of pain 
was elicited on palpation. Full, dorso- 
plantar, weight-bearing X-rays revealed a 
localized area of increased bone density, 
surrounded by an area of bony demineral- 
ization. A similar area of eburnation, sur- 
rounded by an area of bony demineraliza- 
tion appeared at the base of the proximal 
phalanx. There was juxtaposition of heads 
two and three bilaterally and_ bipartite 
tibial sesamoids. Diagnosis: Incipient Frei- 
berg’s infraction, left second head. 

Case #3—White, female, age 13, pre- 
sented herself with an acute, severe pain 
in her right foot. This young lady had to 
be assisted and supported under the arms 
by her parents, as weight-bearing could not 
be tolerated on the affected limb. Exami- 
nation revealed an area of edema and ex- 
treme pain on palpation over the second 
and third metatarsal heads, dorsally and 
plantarly. Slightest pressure anywhere on 
the forefoot was unbearable, bringing tears 
to the eyes of the patient. The forefoot 
was hot in comparison to the left foot and 
there was an elevation in body temperature, 
100°. Dorso-plantar, full weight-bearing 
X-rays revealed a squaring of the third 
metatarsal head, right foot. An area of 
increased bone density surrounded by an 
area of bony demineralization. The second 
metatarsal head showed bony demineraliza- 
tion with a general broadening of same. 
Both tibial sesamoids were bipartite. Diag- 
nosis: Freiberg’s infraction, third metatar- 
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sal head with incipient aseptic-necrosis of 
the second head, right foot. 

Case #4—White, female, age 11, ap- 
peared in my office limping and complain- 
ing of an extreme pain in the ball of the 
left foot for a period of a few days. Exam- 
ination revealed a localized area of in- 
creased temperature with much pain on 
palpation under the second and_ third 
metatarsal heads, left foot. Full weight- 
bearing X-rays showed a metatarsus primus 
varus with a bilateral juxtaposition of heads 
two and three, however, the left was much 
worse. The epiphyseal line in the third left 
head was substantially widened within the 
head itself. A localized area of increased 
bone cortex, surrounded by an area of de- 
mineralization, not present in its fellows, 
was visible. Diagnosis: Incipient Freiberg’s 
infraction, third metatarsal head. 

There is no need here to go into the 
details of the therapeutic handling of this 
condition. Suffice it to say, they all re- 
sponded quickly to physiotherapy, accom- 
modative padding and a rigid soled shoe. 

The frequency of occurrence of this situ- 
ation prompted me to inquire of my col- 
leagues who handle a goodly number of 
children as to their recent experience. 
Strangely enough, among those who prac- 
ticed in the lower income bracket neigh- 
borhoods, there was no particular increase 
of this malady; however, those who, like 
myself, were practicing in upper income 
bracket areas, had noticed this substantial 
increase of aseptic-necrosis. 

Further discussion revealed that it had 
become the fashion in our areas for chil- 
dren, particularly girls, to wear soft-soled 
gym shoes and soft thin-soled “bubbles” the 
major part of the time. When we were 
children, only the poorer element were the 
ones who wore thin-soled, half-tennis shoes 
for daily wear. Now during the 1960's the 
reverse is true. 


Conclusion 
Thin rubber-soled shoes for daily wear 
may have become a major factor in pro- 
ducing an upsurge of juvenile Freiberg’s 
infraction. These shoes, the concrete side- 
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walks, the inelastic walking surfaces in 
modern schools, plus the overweight factor 
are, in my opinion, the major contributing 
causes in this upsurge of Freiberg’s Infrac- 
tion. 


Summary 

A recent upsurge in the incidence of 
aseptic-necrosis of the metatarsal heads has 
been noted. Some typical case histories 
have been cited. ‘The suggestion is made 
that the present increasing use of these 
rubber-soled shoes may be the principal 
contributing factor to the noted increased 
incidence of aseptic-necrosis. 


2349 Devon Ave. 


Hypnosis in a Case of 
Multiple Verruea 

Lynn A. Wygant, D.S.C. 

New Castle, Pa. 

ALTHOUGH the virus etiology of verruca vul- 
garis, verruca plantaris, and verruca plana 
juvenilis is well established, the inexpli- 
cable fact remains that there is a known 
psychosomatic relationship in these infec- 
tions. This is especially well known in the 
last type of verrucae. This paper presents 
an interesting case demonstrating this re- 
lationship in a patient with plantar ver- 
rucae. 

The patient was referred to us by a der- 
matologist for hypnotherapy. The patient 
had 53 acute verrucae (not mosiac warts) 
on the plantar surface of both feet that 
had been present for 2 months. 

He was inducted and deep hypnosis re- 
sulted. At the same visit he was also 
regressed; however, no information was 
gathered which was pertinent to the con- 
dition except that he had worked day and 
night to establish himself in his own busi- 
ness. The result of his efforts was a partial 
nervous breakdown. After the nervous 
breakdown, the patient began developing 
symptoms such as anxiety and nervousness. 
Reading exciting news, watching TV, and 
after eating would bring about fatigue, 
shortness of breath, restlessness and _ fitful 
sleeping. His symptoms later became quite 
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severe and practically any event would ex- 
cite the appearance of severe cramps in the 
abdomen, nausea, anxiety, followed — by 
severe acute asthma and a great fear of 
death, sometimes accompanied with syn- 
cope. Family and past history were essen- 
tially noncontributory. 

The palliative treatment was as follows: 
Very slight excavating was done on the ver- 
rucae and felt pads were fitted over some 
of the verruca (cutting out an aperture to 
fit some of the verruca). With wakening 
hypnosis, it was suggested that the patient 
watch the proceedings. He was advised 
that very strong medication would be ap- 
plied to each verruca and when he returned 
on his next visit the verrucae would all 
appear white as the medicine would burn 
and soften the condition. A placebo was 
actually used, in fact a pantomime of ap- 
plying medication was performed. 

When the patient returned, the growths 
had a bleached appearance and we were 
able to cut away a great amount of the 
verrucous tissue without hemorrhage or 
pain. In the following treatment, use of 
medication was not mentioned nor was 
there any medication used. On each visit 
the verrucae had greatly diminished, with 
much comfort to the patient. However, the 
felt padding was continued. 

In 1 month the feet were entirely clear 
of the lesion. 

The suggestions given to him were to 
relax and rest, to remain composed and 
to mentally adjust himself to expect only 
the fruits of average effort, and to enjoy 
his family and home. 

Symptom removal was at no time used. 
Since the patient was to leave town, the 
post-hypnotic suggestions given were to 
write our name daily, think on the abreac- 
tion during the visits, and to write or call 
us. 

At this date the patient is considered, in 
our opinion, entirely free of psychosis and 
the resulting skin condition. In view of its 
severity we feel that the results with hypno- 
therapy were indeed dramatic. 

First Federal Plaza Bldg. 
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Book Review 


National Formulary XI 


Prepared by the Committee on National 
Formulary under the supervision of the 
Council, by authority of the American 
Pharmaceutical Association. Official from 
October 1, 1960. Price $9.00. 


This edition, N.F.XI, the eleventh since 
1888, provides official specifications for 
many widely used drugs not previously in- 
cluded in either the U.S.P. or the National 
Formulary. Among the 250 new admis- 
sions to N.F. XI are such important items 
as Aluminum Acetylsalicylate, Chlorotri- 
anisene, Ethinamate, Gramicidin, Oleando- 
mycin Phosphate, Rauwolfia Serpentina, 
Sodium Cyclamate and Xoxazolamine. In 
addition, formulas and standards are con- 
tinued in the new National Formulary for 
many U.S.P. XV drugs not admitted to 
U.S.P. XVI. 

In the process of revision, many indi- 
vidual specifications for strength, quality 
and purity of previously official drugs have 
been completely revised and improved. 
Nearly every part of the book has under- 
gone revision. 

An important change in the new N.F. 
is the adoption of an enlarged two-column 
format. This change has made it possible 
to reduce the number of pages by one 
third while providing space for nearly 100 
more monographs. 

The new National Formulary XI rep- 
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resents the culmination of 4 years of plan- 
ning and work by the members of the 
Committee on National Formulary, the 
staff of the American Pharmaceutical Asso- 
ciation Laboratory and hundreds of col- 
laborators. The need of the practicing 
pharmacist, as well as the use of this book 
as a legal standard, has been constantly in 
mind in the preparation of this new edi- 
tion, 

Summary: Includes monographs on 250 
newly admitted drugs. Provides standards 
for 815 basic drugs and dosage forms. In- 
cludes 82 more monographs than the 1955 
edition. Reflects trends in therapeutics. 
Required by law as part of minimum 
equipment for pharmacies in most states. 
Published by the American Pharmaceutical 
Association as a service to the pharma- 
ceutical and allied health professions and 
to the public. 

Note 

Of great importance to Podiatry: Pages 
491, 492 and 493 contain our special sec- 
tion, “Chiropody-Podiatry Drugs and Prep- 
arations.”” The writer and the Council on 
Podiatry Therapeutics and Pharmacy rec- 
ommend this valuable book to the protes- 
sion and to every practitioner of podiatry- 
chiropody. Your Council is also part of 
the Advisory Board serving as Advisory 


Committee on Podiatry Preparations. 


Harry L. Hoffman, Ph.G., DSC, 
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President’s Inaugural Address 


“To whom much is given, much shall be required.” 

You have conferred upon me the highest honor within our association. I accept that 
responsibility with great humility, and a realization of the great task before me. You 
have assumed an equal responsibility to aid and assist me in every way possible. With 
your unlimited support I am certain that we can, by working together, accomplish 
something of good for the podiatry profession. 

The American Podiatry Association is your association. ‘The ramifications of the 
A.P.A. are many. It should be a guiding light to all of us, remembering that it is only 
an amalgamation of component parts, the state societies and their component divisions. 

Podiatrists in many states have heard me proclaim that our profession needs to 
be united and informed at all times. Working together we will act as a unit and speak 
with one voice, instead of many. In this way we will offer clarity of aims and objec- 
tives, instead of confusion of purpose. 

The illustrious men who have preceded me have, each in his own way, performed 
a magnificent task. Perhaps a number of their objectives were not realized but their 
accomplishments, nevertheless, have been great. The growth and development of 
the American Podiatry Association and the profession of podiatry has been phenomenal. 
Its place in the fraternity of allied medical organizations is becoming secure. Its in- 
fluence with allied medical groups is gaining strength. Its officers and executive person- 
nel are devoted, capable, and sincere. Its prospects for the future afford opportunities 
unlimited! 

What course are we to chart this coming year? What are the problems facing us? 
How may we advance toward that perennial goal of improved foot care for an ever- 
increasing nation? These are questions we seek to answer each year as each succeeding 
President takes office. 
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Los Angeles, California 
Assumes Office of President 
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We have been charged with the responsibility of developing a_ five-year plan. 
The plan calls for the selection of certain projects for conclusive accomplishment each 
year. It is recommended that each affiliate state society coordinate their activities in 
order that we may develop not merely as a unit but also on a collective basis. 

The plan calls for a continuation and further development of our “four phases” 
programming — namely, EDUCATION, PUBLIC EDUCATION AND INFORMA- 
TION, ALLIED HEALTH RELATIONS, and HEALTH INSURANCE and INDUS- 
TRIAL HEALTH RELATIONS. 

The Council on Education and the Board of Trustees of the A.P.A. have indi- 
cated sincere concern that there be implemented careful planning directed toward the 
expansion of educational facilities in podiatry. The podiatry profession, in recogni- 
tion of a rapidly increasing population which is becoming more foot health conscious, 
will require a more adequate supply of well-trained professional people to meet the 
demand of caring for the nation’s foot health. 

In August 1960, our House of Delegates authorized the establishment of the Spe- 
cial Commission on the Status of Podiatry Education “to examine with a broad _per- 
spective, the profession’s educational program and recommend steps necessary to improve 
this program.” This report has been completed. Within education we share a com- 
mon bond. We have a moral obligation to implement the recommendations of the 
Special Commission on Podiatry Education. This we will do. 

Public Education and Information has a tremendous impact, reflecting every- 
thing we say and do. It is through P. E. & I. that the image of podiatry is portrayed 
to the various publics, informing them of the importance of good foot health to total 
good health. The professional public relations man can only act as advisor or consult- 
ant. The overall responsibility of P. E. & I. remains with the podiatrist and podiatry. 
There is a great need for further promotional literature and articles. We must ex- 
pand our library on educational and informative materials. This too will be accom- 
plished. 

Allied Health Relations—Liaison and lines of communications have been estab- 
lished with organized medical groups. We shall continue these contacts to enable the 
American Podiatry Association to establish our areas of agreement and resolve our dis- 
agreements, ‘The question is not whether a man limits his practice, but whether he 
has been properly trained and is otherwise qualified. We must and we will develop 
a standard professional definition of the practice of podiatry. We must know where 
we are going. 

Health Insurance & Industrial Health Relations—Your A.P.A. will continue its con- 
tacts with the Insurance Industry, Industrial Health officials, Federal health agencies, 
and any other agency where the recognition and inclusion of podiatry is a must and a 
justified right. 

The American Podiatry Association, as a service organization, has a responsibility 
to serve its component societies, its members. On the other hand, the component so- 
cieties have an inherent responsibility to better coordinate activities and set up better 
lines of communications. An informed membership is an active and_ enthusiastic 
membership. ‘They have a responsibility to follow through on the programs provided 
on a national level. Unilateral action by individuals hampers programs. The A.P.A. 
serves as a clearing house for all activities which have National significance. In this 
way we can better serve one another, thus developing as a unit. 

The programs developed will be in relation to the degree of their importance. 
All our other activities will continue but will be subordinated to our major needs. 
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I predict as a result of our realignments, we will find the emergence of a new en- 
thusiasm which will dispel all sense of complacency within our ranks. As our lines 
of communications develop, they are bound to affect the thinking of our membership, 


and to affect it for the better. 


As a fitting conclusion may [ leave you with this thought by Nathan C. Shaefler 


from ‘‘Leaves of Gold” — 


“At the close of life the question will be not how much you got, but how much 
have you given; not how much you have won, but how much have you done; not how 
much you have saved, but how much have you sacrificed; how much you have lived and 


served, not how much were you honored.” 


Rospert SHor, 1).S.C. 


Preliminary Report 
1961 Annual Meeting 


The forty-ninth annual meeting of the 
Association was held at the Americana 
Hotel in Bal Harbour, Miami Beach, 
Florida. Preliminary to the meeting, the 
Board of Trustees met for three days and 
the Council on Education for two days. 
The Reference Committees for the House 
of Delegates met on Wednesday, August 
25rd. The House of Delegates met on Au- 
gust 24th, 25th and 27th. 

The theme of the scientific meetings was 
“Communicating in Health Education.” 
This theme was supplemented by breakfast 
sessions which repeated the great success of 
these sessions at the 1960 meeting. Sub- 
sidiary theme of the meeting was “Aging 
With A Future—Today.” 

Robert Shor was honored at the Inau- 
gural Banquet on Monday, August 28th, 
when he delivered his inaugural address. 
Outgoing President, Marvin D. Marr, was 
honored at the President’s Reception and 
Ball on Saturday evening, August 26th. 

At the meeting, Robert Shor of Los An- 
geles, California, was installed as President; 
Benjamin C. Mullens of Binghamton, New 
York, was elected President Elect; Joy E. 
Adams of St. Petersburg, Florida, First Vice 
President, and Earl G. Kaplan of Detroit, 
Michigan, Second Vice President. James A. 
Conforti of Bedford, Ohio, and L. B. 
Thompson of Kenosha, Wisconsin, were 
re-elected to three-year terms on the Board 
of Trustees and Lawrence G. Lefler of Fre- 
mont, Nebraska, was elected to fill the two- 
year balance of the unexpired term cre- 
ated by the election of Earl Kaplan as 
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Second Vice President. Irving Yale of An- 
sonia, Connecticut, and Edward L. Tarara 
of Rochester, Minnesota, were re-elected and 
Theodore B. Eden of Bayshore, Long 
Island, New York, was elected to three-yean 
terms on the Council on Education. Dr. 
Donald V. Anderson of Chicago, Illinois, 
was approved for a three-year appointment 
to the Council on Education. Leo N. Liss, 
San Francisco, California, and Jonas C. 
Morris, Audubon, New Jersey, were re- 
elected Speaker and Vice Speaker, respec- 
tively, of the House of Delegates. Sidney 
Hirschberg of Forest Hills, Long Island, 
New York, H. A. McAninch of Spartanburg, 
South Carolina, and Chester A. Nava olf 
Louisville, Kentucky, were elected for three- 
year terms to the Board of Trustees of the 
American Foot Health Foundation. —Sey- 
mour H. Jacobson of New Haven, Con- 
necticut, was elected for a three-year term 
to the Board of Trustees of the Fund for 
Advancement of Podiatry-Chiropody Edu- 
cation. 

A major milestone this past year was 
culminated at the House of Delegates by 
the presentation of the report of a Special 
Commission on the Status of Podiatry- 
Chiropody Education by the Chairman of 
the Commission, William K. Selden, Exec- 
utive Secretary of the National Commission 
on Accreditation. Copies of the report 
have been mailed to every member of the 
Association. The excellence of the report 
inspired the House of Delegates to vote a 
$10 assessment on each member this year 
to be used to provide dollar-for-dollar 
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matching grants podiatry-chiropody 
schools for the employment of full-time 
teaching and research personnel, as the first 
step in the implementation of the 26 rec- 
ommendations of the commission's report. 

The House of Delegates considered 78 
resolutions (29 of these covered financial 
matters requiring consideration by the 
Finance and Budget Committee of the 
House) and a large volume of reports sub- 
mitted to it. The House of Delegates, rec- 
ognizing the heavily expanded activities of 
the Association, and on the recommenda- 
tion of the Board of Trustees and the 
Budget and Finance Committee, approved 
the search for a full-time Executive Direc- 
tor for the Association and a deficit budget 
approaching $20,000 for the fiscal year 
1961-62. It also approved an increase ot 
the A.P.A. annual dues structure to $65 
from $40, beginning with June 1, 1962. 
Ten dollars of this amount is earmarked 
for the matching grants to the schools men- 
tioned above. 

The following 1961 Annual Stickel 
Awards for Research in Podiatry-Chiropody 
were made: Gold Medal (Ist Place), “Sub- 
lesional Administration of Corticosteroids” 
by Herbert Prentice, New York, New York; 
Silver Medal (2nd Place), “The Clinical, 
Anatomical and Mechanical Analysis of the 
Tibialis Anticus Muscle and Its Tendon,” 
co-authored by P. R. Brachman, L. R. Mc- 
Cain and W. A. Oberheim of Chicago, Ili- 
nois, and E. S. Burger of LaGrange, Illinois; 
Bronze Medal (3rd place) to the follow- 
ing three papers, “New Uses of Chymotryp- 
sin in Podiatry” by Frederic B. Streiker, 
Broadview, Illinois, “Varicose Venules, A 
Cosmetic Entity” by J. Stanley Landau 
of Philadelphia, Pennsylvania, and “Skin 
pH and Tinea Pedis, A Hypothesis” by 
Morton H. Walker, Stamford, Connecticut; 
Honorable Mention, “Podiatry and Periph- 
eral Vascular Diseases” by W. A. Pepin 
and W. H. Lauritsen of San Diego, Cali- 
fornia, “Preliminary Results of a Study 
Conducted to Formulate the Best Treat- 
ment Regimen for Onychomycosis” by 
Walter E. Carpenter, Porterville, Califor- 
nia, and “Educational and Rehabilitative 
Approach to the Podiatrically Handicapped 
Child” by Kermit Calmenson, Brooklyn, 
New York. 
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The following medals were awarded to 
Scientific Exhibits: 1. Individual—Class .\ 
(supported by grants-in-aid); Gold—Herbert 
Prentice, New York, New York, “Triam- 
cinolone Intralesional in Podiatry”; Ster- 
ling—Reginald Farrar and Milton Ashur ol 
Jersey City, New Jersey, Griseofulvin in 
Tinea Pedis and Onychomycosis’; Bronze 
—Frederic Streiker, Broadview, Illinois, 
“New Uses for Chymotrypsin in Podiatry”; 
Honorable Mention—Seymour Blau, Jersey 
City, New Jersey, “Conservative Therapy 
of Vascular Lesions of the Lower Extrem- 
ity.” 2. Public Education and Informa- 
tion; Gold — Greater Philadelphia Chirop- 
ody Society, “1961 Fitness Five Hike”; 
Sterling — American National Red Cross, 
“American Red Cross First Aid Anniver- 
sary, Small Craft and Water Safety”; Bronze 
—Broward County, Florida, “Second An- 
nual Fitness Five Hike.’ 3. Institution 
sponsored (schools, hospitals, specialty 
groups); Gold—American College of Foot 
Orthopedists, “Clinical, Anatomical and 
Mechanical Evaluation of Anterior Tibial 
Muscle’; Sterling—Ohio College of Chirop- 
ody, “Factors of Intractable Plantar Kera- 
tosis”; Bronze—Civic Hospital of Detroit, 
“Surgical Resident Training Program”; 
Honorable Mention—American College ol 
Foot Surgeons, “Surgical Procedures of the 
American College of Foot Surgeons.” 4. 
Junior and Senior High School Students 
for Outstanding Health of Science Fair Ex- 
hibits on Foot Health; Gold—Junior Divi- 
sion, Miss Carole Adams, St. Petersburg, 
Florida, for her exhibit, Jr. High School 
Health Fair, “Systems of the Foot and Leg.” 

It is estimated that more than 1500 per- 
sons attended the sessions, meetings and 
exhibits. A preliminary count indicates 
that 500 podiatrists-chiropodists, 100 mem- 
bers of related professions and associations, 
and 140 technical exhibitors and advertis- 
ing representatives were registered. There 
were 72 exhibits displayed—46 in the Tech- 
nical Exhibits Section and 26 Scientific Ex- 
hibits in the Hall of Science. Over 500 
wives, husbands, children and friends of 
members were present. The Third Annual 
Association Golf Tournament attracted a 
good many contestants in both the men’s 
and ladies’ divisions. 
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Pharmaceutical Preparations for the Profession 


Harry L. Hoffman, Ph.G., D.S.C. 


Chairman, Council on Podiatry, Therapeutics and Pharmacy 


A column devoted to preparations, new and old, with emphasis 
on their value and uses in everyday podiatry practice. This 1s 


a regular monthly column prepared from information furnished 


by the pharmaceutical house. We invite questions, which we 


shall endeavor to answer, or obtain the answer. 


Chymoral Tablets 

Description: Oral systemic Anti-inflam- 
matory enzyme. Chymoral is a tablet speci- 
fically formulated for oral administration 
and intestinal absorption. Each tablet 
provides enzymatic activity equivalent to 
50,000 Armour Units, supplied by a puri- 
fied concentrate which has a specific trypsin 
and chymotrypsin activity in ratio of 
approximately six to one. 

Action and Uses: Chymoral affords con- 
venient, oral administration of systemic 
anti-inflammatory therapy. It is effective 
as the anti-inflammatory agent or as ad- 
junctive therapy in all conditions where in- 
flammation, swelling and pain prolong the 
clinical course. Chymoral speeds reduction 
and absorption of hematoma and edema in 
trauma; is useful as an adjunct to the con- 
ventional measures in the inflammatory 
dermatoses; stimulates healing processes, 
either alone or in conjunction with other 
agents in acute and chronic pelvic inflam- 
matory disease, mastitis, thrombophlebitis, 
phlebitis, episiotomies, postpartum breast 
engorgement; aids in liquefying tenacious 
mucus secretions in asthma, bronchitis, 
rhinitis, sinusitis; prevents or reduces in- 
flammation and swelling in surgical con- 
ditions, as: biopsies, cellulitis, mastectomy, 
plastic surgery, hemorrhoidectomy; _pro- 
motes faster healing and reduces pain in 
epididymitis, orchitis, prostatitis; beneficial 
as adjunctive therapy in peptic ulcer and 
ulcerative colitis. 

Dosage and Administration: Recom- 
mended initial dosage is 2 Chymoral tab- 
lets q.i.d. The tablets may be used alone 
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or as a supplement to parenteral Chymai 
depending upon the severity and duration 
of the inflammatory condition. Chymoral 
is compatible with other therapeutic agents 
as: chemotherapeutics, antibiotics and en- 
docrines. The use of steroids does not in- 
terfere with or destroy the enzyme. There 
are no known incompatibilities. “The in- 
cidence of side effects is insignificant, and 
usually of a mild type. 


Supply: In bottles of 48 tablets. By Ar- 
mour Pharmaceutical Company, Kankakee, 
Ill. 


Keralac 

Description: Keralac is a solution of 
chloranil (fungicide) in nail lacquer 
(0.5% by weight). The lacquer spreads 
on easily and serves to hold the fungicide 
on to the nail so that close and intimate 
contact is assured. 

Directions; Remove infected portion of 
the nail and debride nail bed. Apply Kera- 
lac 2 or 3 times a week. Before each ap- 
plication remove the old lacquer with nail 
polish remover. File or sand the nail down 
as much as possible. The use of a nail 
brush is helpful and advisable. 

Supply: 14 07. bottles complete with 
brush applicator. By Salem Pharmaceuti- 
cals, Naugatuck, Conn. 

The following summarizes the history 
and background of Keralac, the first nail 
lacquer specifically formulated for distal 
fungus of the nails: 

Chloranil which is the active ingredient 
in Keralac is Spergon, a powerful fungi- 
cide. Spergon is a powerful fungicide use- 


667. 


ii 


ful for protecting growing crops against 
attack by soil fungi. 
factured by the U.S. Rubber Company. 
Spergon was found remarkably effective 
against a variety of dermatological fungus 
infections. 

The best way to formulate Spergon for 
fungus of the nail was found to incorporate 
it into nail lacquer, a vehicle that would 
hold the fungicide close and intimately in 
contact with the nail. The result is Keralac 
which is a solution of Spergon (chloranil) 
in nail lacquer. The concentration of the 
chloranil in Keralac is 0.5% but when the 
lacquer dries the concentration rises to 
around 2.5%. Keralac functions by present- 
ing a fungicidal surface to the freshly filed 
nail. It is particularly indicated in a distal 
fungus infection. It is not indicated where 
the fungus has penetrated under the proxi- 
mal border and can no longer be reached 
by topical therapy. 

In your office remove as much infected 
nail as possible, debride the nail bed and 
apply Keralac. Instruct patient to, twice 
weekly: 


This item is manu- 


1. Remove old Keralac by nail polish 
remover (so that the file or emery board 
will not gum up). 

2. File or sand the nail down as much as 
possible. 

3. Paint the freshly filed nail with Kera- 
lac. 


It should be emphasized that the pa- 
tient should sand or file the nails down 
twice weekly (at home). Unless this is 
done, the results will be disappointing. Pa- 
tient should be advised that the condition 
is stubborn and requires time. (Spergon is 
the trade-mark of the U.S. Rubber Com- 
pany.) 

ZeaSorb 

Description: ZeaSorb utilizes as its ac- 
tive ingredient Zea Mays, which has un- 
usual absorptive qualities without caking. 
It absorbs up to 5 times its own weight of 
moisture. Zea Mays is a pure, starch-free 
cellulose. Unlike starch, it will not support 
pathogenic molds or bacteria. The maker 
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of this powder asserts that ZeaSorb is the 
first super-absorbent body and foot powder. 

Zea Zeta Mays Pith, the chief ingredi- 
ent, is responsible for the highly absorptive 
qualities of this powder, also Para-Chloro- 
Meta-Xylenol 0.5%, an effective antibac- 
terial and antifungal agent; also Alumi- 
num Dihydroxy Allantoinate 2° is an 
effective but mild astringent, which also 
provides healing, anti-inflammatory action. 
Also included is 5% Hexachlorophene, an 
antibacterial agent. It is nicely scented, 
nontoxic and nonirritating with no side 
effects. 


Indications: Itching and chafing, useful 
wherever an absorbent body or foot 
powder is useful, excellent in Hyperhidro- 
sis, protects and soothes, deodorizes and 
promotes healing. Also indicated in the 
relief of athlete’s foot, excessive perspira- 
tion of the axillae, perineal region and feet. 
Very useful as a drying agent in certain 
dermatoses and physical therapy proce- 
dures. 


Administration: ZeaSorb is dusted freely 
wherever an absorbent, antifriction, de- 
odorant powder is indicated. It is useful 
in dusting in shoes and between the toes 
in athlete’s foot. Excellent in dusting 
under orthopedic supports, colostomy belts, 
surgical stockings, and on sanitary napkins. 


Supply: Available in 2 oz. sifter-top cans. 
By Stiefel Laboratories, Inc., Oak Hill, 


Adaptic 
Description: A non-adhering packing sub. 
stance useful in packing or treating draining 
ulcers or any abscess cavity. It has many 
uses in dressing wounds of many types, but 
in podiatry the aforementioned uses seem 
feasible. 


Advantages: Drainage passes into packing 
strip and does not coagulate. Conforms to 
body contours, promotes healing, prevents 
maceration. Provides uniform packing pres- 
sure. 

Supply: 1” x 4 yds., 1” x 4 yds. in sterile 
sealed jars. By Johnson and Johnson, New 
Brunswick, N. J. 
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Digests From The Literature 


Anyone wishing to read the complete article, if not available 
in your local library, may borrow it through interlibrary loan. 
A microfilm may be borrowed from the National Medical L1- 
brary, Washington 25, D. C., or a photo-duplication may be 
obtained from that library. 


Anesthesia and Analgesia 


Local Analgesic Drugs, Bryce-Smith, R. 
British Med. J. 1: 1039-41, 1960. 


The properties of an ideal analgesic drug 
are: provision of a rapid onset and an 
adequate duration of anesthesia; a low sys- 
temic toxicity, so that an adequate volume 
can be injected without exceeding the maxi- 
mal safe dose; non-irritating to surrounding 
structures and without damage to nervous 
tissues. It should also be soluble in water 
and stable in solution during storage and 
sterilization. Toxic symptoms can arise in 
the central nervous and cardiovascular sys- 
tems if the rate of administration or absorp- 
tion of the agent is more rapid than the rate 
of elimination. The chance of overdosage 
is increased in patients having serious liver 
damage. Safety of dosage depends upon the 
physical condition and age of the patient 
and also on the site of injection and the 
particular drug used. Convulsions can be 
controlled by a minimal dose of barbiturate 
together with artificial respiration it 
needed, and restoration of the blood pres- 
sure. None of the present agents are ideal. 

Besides the widely used drugs, procaine, 
cocaine, amethocaine, cinchophan, a num- 
ber of other drugs have been prepared. 
Lignocaine, more powerful but slightly 
more toxic than procaine, is stable in solu- 
tion and withstands long storage and auto- 
claving. It has a short latent period, a 
tendency to spread, and a pH of 6.4—ap- 
proximately that of the tissues—and causes 
neither vasodilation nor vasoconstriction. 
With no adrenaline added, it produces 
analgesia enduring for 114 hours. Carbo- 
caine, with similar properties, is effective for 
more than 2 hours without use of a vaso- 
constrictor, and produces no side effects. 
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2-Chloroprocaine produces rapid onset of 
analgesia, has a high therapeutic index, and 
low toxicity. Without addition of adrena- 
lin, duration is only 20 to 25 minutes; pH 
is 4.9. 

Hexylxaine is moderately stable and with 
stands autoclaving; toxicity is low, and 
duration of analgesia is about 2 hours. Its 
use in injections is limited; its pH is low, 
causing soreness and irritation. Ravocaine 
as a topical agent is preferred to cocaine. 
Its toxicity is similar to that of amethocaine. 
It is used in a concentration of 0.1 per cent 
for infiltration and 0.5 per cent for nerve 
block. Piperocaine, slightly more toxic than 
procaine, when used in 1.5 solution for 
caudal and extradural injections produces 
rapid analgesia. Duration of effect is ap- 
proximately 45 minutes, 

Most long acting anesthetic agents pro- 
duce some undesirable side effects. “Depot” 
solutions in wax bases, mucates and am 
monium compounds have not proved suc- 
cessful. Alcohols and phenol are not anal 
gesics, but cause a long enduring analgesia 
through nerve block (as in cases of car- 
cinoma). Injection into peripheral nerves 
produces an effective block, but is followed 
by alcoholic neuritis which may last for 5 
to 6 weeks. Less disturbance is caused by 
6 per cent phenol. Vasoconstricting drugs 
have two functions: prolonging the action 
of analgesic drugs, and reducing the rate ol 
absorption and thereby the risk of toxic 
reactions. Adrenaline is widely used despite 
its frequent side effects; these usually result 
from overdosage or inadvertent intravenous 
injection. The maximal dosage is 0.5 mg. 
A concentration of 1:200,000 solution is 
adequate for most purposes. Hylauroni- 
dase, a mucolytic enzyme when used with 
local analgesic solutions provides rapid pen- 
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etration of nerve fibers and provides an ex- 
tensive field of analgesia, but duration is 
shortened and toxicity increased. 

With knowledge of the limitations of the 
various drugs, choice of a drug will: prob- 
ably depend upon expense, convenience, 
and familiarity. Effectiveness of analgesia 
and fewer undesirable side effects will fol- 
low recognition of their properties and 
limitations. 


Arthritis and Rheumatic Diseases 


Gout, the Rediscovered Disease, Lockie, 
L. M. Geriatrics 15: 497-502, 1960. 


Gout is one type of arthritis that can be 
held in abeyance completely, if correct 
diagnosis is made and proper therapy estab- 
lished early. About | per cent of the total 
population, and approximately 5 per cent 
of all arthritic patients, have this disease— 
mostly men. Its familial incidence ranges 
from 50 to 87 per cent. The great toe is 
usually involved, but the instep, ankle, and 
heel cord are frequently attacked, and occa- 
sionally the knee and hand. The clinical 
picture is sudden onset of an acute mono- 
articular attack, with fever, pain and ten- 
derness in the swollen joint. The attack 
regresses after 4 to 14 days, followed by 
complete recovery. The attack may be pre- 
cipitated by physical, emotional or surgical 
trauma. Tophaceous urate deposits develop 
after repeated attacks, usually not painful, 
but may grow so large as to interfere with 
normal functioning of the joint. When 
clinical history and physical examination 
cause suspicion of gout, an elevated serum 
uric acid and therapeutic response to full 
doses of colchicine will confirm the diag- 
nosis. 

Various courses of treatment are used: 
(1) Colchicine taken orally is most widely 
used, 1 mg. every 2 hours until nausea or 
loose bowel movements occur; then the drug 
is stopped. Usually 8 to 12 doses are re- 
quired. The drug may be given intrave- 
nously, 1.5 to 2 mg., then repeated in 6 
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hours, without causing undesirable side ef- 
fects. If tissues are entered, it is very painful. 
(2) Phenylbutazone, 200 mg. every 2 hours 
given for three or four doses, and repeated 
next day if required, may bring spectacular 
response. Colchicine, one 0.5 mg. tablet 
should be given with each dose. The com- 
bined action is superior to either drug 
alone. (3) Triamcinolone (Aristocort®; 
Kenacort®) given in doses of 8 mg. every 
2 hours for four doses and repeated next 
day, with or without colchicine, is highly 
effective. (4) Corticotropin (ACTH) in 
one dose of 100 units given intramuscularly 
or intravenously in aqueous preparation of 
20 units over a 6-hour period brings effec- 
tive relief. Either procedure may be re- 
peated once daily for several days. (5) 
Demerol (not codeine or morphine) may 
be used to control severe pain at onset. (6) 
The diet during the acute attack should be 
high in carbohydrates, low in fats, with 
liberal amounts of fluids, and omission of 
meat, fish, fowl, and alcohol. 

The program recommended after acute 
symptoms have subsided consists of (1) 
colchicine 0.5 mg. given orally twice daily 
for an indefinite period if the patient has 
more than one attack a year, in order to 
abort mild attacks. Dosage is raised to full 
therapeutic level if acute exacerbation oc- 
curs. (2) Probenecid (Benemid®) is ad- 
ministered indefinitely if the patient has 
(a) urate tophi under the skin, or are ob- 
served radiologically, (b) more than two 
attacks a year, or (3) if the serum uric acid 
is higher than 7.5 mg. per 100 cc. In 90 per 
cent of patients 0.5 gm. given in the morn- 
ing and at night is adequate; the remaining 
10 per cent may need 0.25 to 1 gm. twice 
daily. The serum uric acid level should be 
maintained at approximately 5.5 mg. per 
100 cc. Salicylates should not be given with 
this drug. (3) Zoxazolamine (Flexin®) is 
a powerful uricosuric drug used in the 
10 per cent of patients in whom probenecid 
does not lower the serum uric acid level. 
(4) A diet is prescribed, high in carbohy- 
drates, low fat, low purine, adequate pro- 
tein—regulated to maintain ideal weight. 
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(5) Alcohol is allowed except beer, wine, 
ale, vermouth and champagne. (6) Exer- 
cise is moderate according to the patient's 
condition. (7) Large tophi are thoroughly 
removed. Gouty patients before undergoing 
any surgery should be given 0.5 mg. colchi- 
cine two to three times daily for three days, 
before operation and for one week afterward. 


Use of the Newer Uricosuric Agents im 
the Management of Gout, Seegmiller, J. E.. 
and Grayzel, A. I. J.A.M.A. 175: 1076-80, 
1960. 


Sulfinpyrazone (Anturan®) and zoxazola- 
mine (Flexin®) are potent drugs for in- 
creasing urate secretion. Not successfully 
used in acute attacks of gout, they are valu- 
able in prevention and therapy of topha- 
ccous gout, especially in those patients who 
fail to respond to probenecid, because it 
fails to adequately lower the serum urate 
level, or gives rise to adverse reactions. This 
failure is generally associated with severe 
impairment of kidney function commonly 
noted in gout. 

Sulfinpyrazone is a chemical relative of 
phenylbutazone, but with no antirheumatic 
nor sodium-retaining activity, and has much 
greater uricosuric activity. Multiple small 
doses are more effective than a single large 
dose. Side effects are rare—gastrointestinal 
intolerance, peptic ulcer, renal colic, and 
urticaria. Zoxazolamine, a muscle relaxant, 
increases the urinary excretion of uric acid 
and lowers serum urate level. When given 
in a single dose of 250 mg. it may produce a 
crystalluria. 

These two drugs, unless properly given, 
carry a hazard, precipitating uric acid in the 
urinary tract, but this can be minimized by 
a high purine intake, alkalinizing the urine, 
and by beginning with low doses. Sulfin- 
pyrazone 50 mg. twice a day should be 
gradually increased to 100 mg. four times 
a day. Zoxazolamine which is available in 
250 mg. tablets is given first in one-quarter 
tablets twice daily, gradually increased to 
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one-half tablet four times daily for two 
weeks, according to the patient's need and 
his serum urate levels. Used together, the 
two drugs have an additive eflect—given in 
a dose of 200 mg. four times daily, they 
produce a greater uricosuric effect’ than 
other drugs now in use and are of great 
value in treatment of severe, prolonged 
tophaceous gout associated with severe 
renal impairment. The greater potency of 
these new drugs have an advantage in allow 
ing less rigid dictary restrictions when stris 
ing for desirable serum urate levels. Usually 
a low purine dict is prescribed until the 
gout is under control, both during acute 
attacks and during high serum urate levels. 

Patients with good renal function and 
lesser attacks of gout can be adequately 
3 gm. daily. 
Antagonistic effects are observed in patients 
receiving salicylates with any of these three 
drugs. Patients should be warned against 


treated with probenecid 0.5 to 


taking any drug preparation which contains 
even very small amounts of aspirin. 

Acute attacks of gout are still best man 
aged by use of colchicine. One or two 0.5 
or 0.6 mg. colchicine tablets taken when the 
first symptom appears should abort the at- 
tack. If symptoms continue, such tablets 
should be taken each hour until symptoms 
subside, or toxicity occurs (nausea, vomit 
ing, diarrhea); this is usually after 6 to 
10 mg. have been taken. A regime of daily 
doses of colchicine may help patients who 
suffer one or two attacks a year. The tfre- 
quency and severity of chronic attacks are 
reduced by taking 0.6 mg. one to four times 
daily, according to frequency and tolerance. 
\n acute attack may be ended quickly by 
administering 2 mg. colchicine intrave 
nously in 20 ml. saline solution, with a 
second dose of 1 to 2 mg. six hours later il 
the attack continues. Severe attacks of gouty 
arthritis may be terminated by giving intra 
venously ACTH, 100 units in long acting 
repositary gel or zinc form. Early recur- 
rence is prevented by giving colchicine 1 to 
2 mg. dailv for 1 to 2 weeks. 
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Dermatology 


Erythrasma—Common Bacterial Infection 
of the Skin, Sarkany, I. and Blank, H. 
J-A.M.A,. 177: 130-32, 1961. 


Erythrasma, a skin infection commonly 
occurring in pubic, axillary and submam- 
mary regions and in intergluteal clefts, and 
regarded as a fungus disease, was found in 
9 of 25 normal subjects examined in Miami. 
The authors further found that the com- 
monest form of the infection occurred as 
an intertriginous affection of the toe clefts, 
characterized by fissuring, scaling and slight 
maceration, between the fourth and fifth 
toes and between the third and fourth toes, 
and not due to fungus or monilia. It was 
noted in 23 per cent of 109 normal subjects 
examined, 

Diagnosis can be made by clinical ob- 
servance of dry, irregularly shaped, red to 
brown fine scales, by the presence of coral- 
red fluorescence seen under Wood's light, 
and by electron microscopic examinations. 
On culture, the bacteria develop colonies 
showing the same coral-red fluorescence 
under Wood's light. Smears the 
colonies showed the presence of gram-posi- 
tive rods and filaments with granules. 

Erythromycin, chlormycetin, or a tetra- 
cycline administered systemically to 16 
patients with erythrasma on trunk and 
limbs brought clearance. Erythromycin 
250 mg. four times daily for 5 days proved 
to be the drug of choice. One patient had 
recurrence in 2 months, another in 6 
months; the others remained cured in the 7 
months since treatment. Some of these pa- 
tients had the condition for 5 to 25 years, 
with no response to therapy. Systemic peni- 
cillin and griseofulvin proved valueless. 
Applied locally, erythromycin and. tetracyc- 
lines failed to clear the lesions completely. 
Erythrasma of the toe webs has proved 
more resistant to treatment than that on 
the trunk and limbs. Systemically adminis- 
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tered erythromycin, while bringing tem- 
porary loss of fluorescence and providing 
symptomatic improvement in the infected 
toe webs, often fails to afford complete cure. 


An editorial, based on this article 
(p. 144), comments on the little interest in 
erythrasma shown until this time, becausc 
it has been accepted as a mild fungus 
disease which responds temporarily to 
various topical applications. Its chronic 
course and tendency to relapse after im. 
provement should have led to research into 
its etiology. Sarkany and his associates 
have proved its bacterial origin and _ its 
response to systemic administration of 
suitable antibiotics. Their finding that in 
many cases of scaling and fissuring between 
the toes the infection is bacterial, no: 
fungal or monilial in origin, may help to 
explain the gap in understanding cases of 
“athlete’s foot,’”” wherein routine cultures 
for fungus, monilia, and bacterial have been 
negative. Because of the incidence of ery- 
thrasma in one city alone, the magnitude oi 
the problem cannot be over-emphasized, 
for example, in the Armed Forces with the 
type of footwear afforded and hot, humid 
conditions to be endured. The study 
should provide impetus to detailed bacte- 
rial studies of skin surfaces. 


Griseofulvin: Its Potentialities and Its 
Problems, Carney, R. G., and Ziebell, W. C. 
lowa St. Med. J. 50: 199-202, 1960. 


Griseotulvin therapy, of no value in non- 
fungal diseases, is effective in dermatomy- 
coses when given orally, but it presents 
problems in diagnosis, duration of treat- 
ment, and possible relapse, reinfection, and 
side reactions. The drug is expensive and 
treatment long, and should not be given 
unless a positive diagnosis is made. 
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Organization News 


Secretaries of local, state, regional, affiliated, subsidiary and other related 
organizations are invited to submit copy for these columns. 


Arkansas 

At the recent meeting of the Arkansas 
Podiatry Association, the following officers 
were elected: L. B. Shaw of West Memphis, 
President; L. J. Thuerk of Fort Smith, Vice 
President; W. C. Gigerich of Hot Springs, 
Secretary-Treasurer and Delegate to the 
national meeting, E. N. Barron. .Dr. M. F. 
Cohen was re-elected to serve another 3-year 
term on the State Board. 


Georgia 

President William J. Cox of the Georgia 
Podiatry Association, presented the 
“Winged Foot” award to Morton Witten- 
berg of Augusta, Georgia, for his many 
years of assistance toward the fruition of 
professional organizational objectives. 

The Metropolitan Atlanta Division of 
the association has become the first such 
group in the nation to complete the civil 
defense course in medical self-help training. 


Lectures on “Vocational Guidance” and 
“Modern Foot Health” were delivered to 
the student body of Oxford Junior College 
by E. Dalton McGlamry of Atlanta, and to 
the students of Auburn University and La- 
Grange College by William J. Meadors of 
Columbus. 


New York 
Dr. Lawrence Namm of Brooklyn, New 
York, was elected President of the Podiatry 
Society of the State of New York at the 
annual meeting of the House of Delegates 
held at the Hotel Sagamore, Lake George. 
Other officers elected were: President- 
Elect, Lester Bluhm and Vice Presidents, 
Ernest M. Weiner and David M. Simon. 
Chosen as New York State’s Podiatrist 
of the Year, by virtue of his outstanding 
contributions to the foot health of the 
public, was Murray Goldstein of Queens. 
The following members of the Podiatry 


“LIFE'S FOUNDATION — YOUR BABY'S FEET" is an our- 
standing and comprehensive booklet on the growth and care of chil- 
dren’s feet. Written for the layman, it is concise, cleverly illustrated 
and will prove valuable especially to the parents of young children. 
Many Podiatrists-Chiropodists have received a copy of this booklet 
and have ordered them in quantity. For those of you who have not 
ordered and for those who wish to reorder, please clip the order blank 
below and mail with your check for your supply. 


WOMEN'S AUXILIARY 
AMERICAN PODIATRY ASSOCIATION 
(National Associaticn of Chiropodists) 
2035 WEST ALABAMA, HOUSTON 6, TEXAS 
Piease ship to me "Life's Foundation — Your Babys Feet" in the quantity marked 


100 copies $4.00 
500 copies 17.00 
1,000 copies 30.00 
5,000 copies 136.00 
10,000 copies 250.00 


Check payable to Women's Auxiliary, APA, in the amount of $ 


NAME 


P. P. Prepaid 
oO P. P. Prepaid 
oO P. P. Prepaid 
0 Express Collect 
0 Express Collect 


is enclosed. 


STREET ADDRESS 


CITY and STATE 


SEE THE EXHIBIT AT YOUR REGION CONVENTION 
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THE PHYSICIAN AND THE CANCER PATIENT 


The American Cancer Society is concerned with the total can- 
cer problem. A crucial part of this problem relates to the cancer 
patient and his family. To help the medical profession explore 
ways and means of meeting the patient’s special needs, the scien- 
tific session of the Society’s next Annual Meeting at the Hotel 
Biltmore in New York City, October 23-24, 1961, will be devoted 
to “The Physician and the Total Care of the Cancer Patient.” 
Various specialists will examine the psychological and physical 
problems facing the cancer patient and his family. Consideration 
will be given to such topics as decisions in the early care of the 
cancer patient, counselling the cancer patient, what the patient 
should be told, care of the advanced cancer patient, society’s 
role in service to the cancer patient. ¢ 
Through such meetings, the American Cancer Society 
serves the medical profession by providing a forum for 
an exchange of information and experience concerning the ¥ 
® 


cancer patient. 
AMERICAN CANCER SOCIETY 
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Society were elected as Delegates to the An- 
nual American Podiatry Association Meet- 
ing in Miami: Milton Werbel, Lawrence 
Namm, Lester Bluhm, Ernest M. Weiner, 
John E. Green, Theodore B. Eden, Arnold 
Pinsker, Frank Greenberg, Murray Gold- 
stein, Arthur Wolstein and Sidney Druskin. 

An outstanding decision of the New York 
House of Delegates was the approval of a 
special educational assessment of $25 per 
member for the purpose of supporting 
podiatry education in the state. 


Appointments 

Dr. Paul W. Smith of Salt Lake City, 
Utah, was recently commissioned Captain 
in the Medical Service Corps of the Army 
Reserve, being attached to a thousand bed 
hospital. Dr. Smith, so far, 
podiatrist in this group. 


is the only 


Are you familiar with the savings possible 
through Association Insurance Plans? 
Write APA Office 


for information 


The Electronic Educator is an amazing new scientific device 
designed to train and teach at both the conscious and subcon- 
scious levels. You read, speak or transcribe recorded material 
thru the microphone, where it is recorded on special endless 
tape cartridges holding from 1 min. to 2 full hours of tape. This 
tape repeats itself and your message endlessly to give you the 
necessary repetition to memorize material. Comes complete 
with mike, Slumber Speaker, timer and cartridges. Offers thou- 
sands of uses from learning languages to helping backward stu- 
dents. Write for free descriptive literature. Sleep-Learning 
Research Ass'n. Box 24 Olympia, Washington. 


We aiso have a complete line of therapeutic tapes and 
records, psychological self-help recorded courses, clin- 
ical hypnosis courses and equipment plus endless tapes 
for standard tape recorders and other accessories for 
sleep-learning and sleep-therapy experiments. Ask for 
free Catalog ‘‘B.’" 


FOR THE FINEST IN LATEX SHIELDS 
CUSTOM BUILT PROSTHETICS DESIGNED AND TAILORED 
BY CHIROPODISTS FOR THE CHIROPODY PROFESSION 
TO CASTS OR IMPRESSIONS 


Hammer Toe 


45 Valley Way 


Prompt Service 


Bunion 
and special types 


LIQUID RUBBER APPLIANCE LABORATORY 


Heloma Durum 


West Orange, N. J. 


Send for brochure 
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Elected to National 


Baby Care Council 


Election of Benjamin C. Mullens, Vice 
President of the American Podiatry Asso- 
ciation, to the Board of Directors of the 
National Baby Care Council, was an- 
nounced by Dr. Ernest G. Osborne, the 
Council’s National Chairman. Dr. Mullens 
will guide the organization’s concern with 
the foot health needs of the nation’s youth 
and the prevention of these problems 
through proper foot care in childhood. 


The National Baby Care Council is a 
non-profit: public service organization 
formed to promote the health, education 
and welfare of the nation’s babies and to 
concentrate public attention on the baby, 
its prenatal and postnatal care and needs. 
The Council is composed of authorities in 
the various professions in the health field. 


Women’s Auxiliary Message 


This will be my last Auxiliary Message 
to you, for by the time you receive this 
copy of the Journal, the Women’s Auxiliary 
will have elected a new group of officers. 

We all look forward to a new year, know- 
ing that the coming year will bring further 
advancement for our profession. 

It has been an honor and a privilege 
to serve as the Auxiliary President these 
past two years and to have worked with 
Dr. Marr and with Drs. Rubin and Nyman. 


Mrs. Cleotha Parham, President 


Deaths Reported 


Lois K. Brancel 


Milwaukee, Wisc. 


kK. F. Ducke 


LaCrosse, Wisc. 


| WEEKEND IN WASHINGTON 


Region Eight — A.P.A. 


(Va., W. N.C. $.C., D.C.) 


| November 10-11-12, 1961 
Shoreham Hotel, Washington, D. C. 


! PLAN NOW TO ATTEND 


Scientific-Educational-Social 


Mark Your Appointment Book 


676 


VoL. 51, No. 9, Journal of the American 


Po 


a 
| 
| 
j 
| 
; 
| 
| 
| 
: 
- 


Region | for ol 
October 14-15-16 


( Saturday-Sunday-Monday ) 


An outstanding educational and social event at beautiful Schine Village 
opposite Gate 6 Massachusetts Turnpike 
Featured Speaker 
DR. BILL COPE 
Royal Oaks, Michigan 
TOPIC: “A day with Bill Cope as he operates his practice. 
Full three-day ladies program 2 
Free car (to be awarded at Banquet, Sunday, October 15) ‘ 
Free party Saturday evening (October 14) 
Free cocktail party 
(pre-convention Friday evening, October 13) 
Free transportation to and from Hartford Airport 
(Write Schine Inn, Gate 6, Massachusetts Turnpike. Chicopee. 
Massachusetts, two days in advance of arrival) 
Swimming in pool, golf tournament, bowling tournament 
Outstanding speakers 


Drs. Speizman, Gruber, Dove, Truebig, Dugas, 
Genovese, Roberge, Adante, Kaplan 


A nail lacquer specifically formulated 
for fungus of the nails 


KERALAC 


A new and effective approach to the problem of fungus of the nails. 
Non-systemic; non-irritating; non-discoloring. 


In use, remove the infected portion of the nail and debride the nail bed. 
, Apply Keralac and allow to dry. Twice a week remove the old lacquer 
with nail polish remover, file the nail down and reapply the Keralac. 
The improvement is evident as the nail grows out. 


Available 144 0z. bottles complete with brush applicator. 


Samples and literature on request. 


References: 
1. McGavack, T. H.; Wiener, D.; Bell, M.; and Boyd, L. J.: Archives Dermatology and Syphiloloyy 


— J. Baz Dobes, W. L.; Jones, J. W.; and Alden, H. S.: Southern Medical Journal 44, 616 


eee ta M. A.: Archives Dermatology and Syphilology 66, 573 (1952) 
Moore, M.: Archives Dermatology and Syphilology 66. 621 (1952) 

Teichmann, W. O., and Horwath, P. N.; Southern Medical Journal 50, 1521 (1957). 
Hofiman, H. L. (Washington, D. C.): Personal communication. 


SALEM PHARMACEUTICALS ' Naugatuck, Connecticut 
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“Dr. POD 


.. Of course! 


In a new book of 


Quiet Please” 
(Softbound...$ 1.50 

BUY A BUNCH! .. for your 
Reception Room, Treatment 
Rooms, Yachts, Heme, and 
Friends. 

Wider from: 0. P.A. Office 
209 Post Street 


UNIFORM STURDY 
DEPENDABLY SHARP 


The six shapes of blades are 


designed for use primarily in wu" 


podiatry, although they are 
adaptable to other surgical pro- 


cedures. Made of fine-grained 


Swedish steel, Beaver Chisel 


Blades are keenly edged and ex- a 5 
tremely hard for longer life. a 
The handles are solid stainless 
steel or plated brass, utilizing the 
simplest collet-locking device 
possible. 


SURGICAL KNIVES BY 
Rudolph 


Athletes Foot! Horrible 


Example 

- Living matter decays if deprived 

of air. Horrible example is Ath- 

letes Foot! Toes close together, 

10 air reaches skin between 

‘hem, decay starts Athletes Foot! 

. Baltor Bracelet separates 

- -oes, lets air reach dark, hot, 

moist skin . . . for healing and 
aeration. Helps prevent Athletes Foot. 


BALTOR BRACELET 
3800 Poplar Avenue, Brooklyn 24, New York 


The Broadcasters Club, Washington's 
exclusive rendezvous for radio and TV 
executives, has neither a radio nor tele- 
vision set. 


GET YOUR ADDRESS 
CHANGES IN IMMEDIATELY 
ALLOW EIGHT WEEKS 
FOR 


CHANGE OF ADDRESS 


CHISEL 
BLADE KNIFE 


«, 5 Blades per Pack—24 Packs per Box 
Nos. 81, 82, 83, 84 per Pack $.75 
Stainless Steel Handles #45 $2.50 
Plated Brass Handles #4P .... $1.25 


WW WALTHAM 54, MASSACHUSETTS 
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Ingrown nail! 
C°rtoons 
San Francisco 8, Calif. 
A few copies of Meet Dr. Pod” are available for 2 bucks each ( Hurry! 
; CALIFORNIA PODIATRY ASSOCIATION 
a 


Mood Elevators 


Contributions to this column are more than 
welcome. In fact it depends upon them. A.O.P. 


She was something of a social climber 
and was always nagging her husband to 
move into a more expensive apartment. 
One day he opened a letter from the land- 
lord, read it, then said, “Good news, dar- 
ling, now you can live in a more expensive 
apartment without having to move. The 
landlord raised our rent.” 


United States has an atomic submarine 
which surfaces only once in four years— 
just in time for the crew to reenlist. 


A young mother, worn out after a noisy 
afternoon, pointed to the five children in 
front of the TV set. ‘“All’s Western on the 
quiet front,” she said. 


Middle age is when our tripping becomes 
less light and more fantastic. 


“Funny thing about that guy,” said Bill, 
nodding at a passer-by. “He always wins at 
poker and gin but he always loses on the 
horses.” 

“Maybe,” suggested Bill's friend, “‘it’s 
because they won't let him shuffle the 
horses.” 


FOOT BALANCE INLAYS 


are only completely 


successful 


when each case 


is individually studied, diagnosed 


and an inlay made to fit its 


special requirements 


The laboratory of 
CARL G. BERGMANN, D.S.C. 


5406 BROADWAY 


CHICAGO 40, ILL. 


originator of foot balance inlays is directed 
in all its endeavors to accomplish this result 
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Dates to Remember 
EVENTS 

Youth Foot Care Week 

Oct. 15-21, 1961. Sponsored by Ameri- 
can Foot Health Foundation. 


MEETINGS 

American Podiatry Association 

Fiftieth Annual Meeting 
Washington, D. C., Aug. 16-21, 1962 
Shoreham Hotel 


Seward P. Nyman, Convention Manager 
3301 16th St., N.W., Washington 10, D. C. 
Michael I. O’Connor, Exhibit Manager 

428 E. Preston St., Baltimore 2, Md. 


Region One 
(Conn., Maine, Mass., N. H., R. 1, Vt.) 
Chicopee, Mass., Oct. 14-16, 1961 
Schine Inn 
Dr. A. Joseph O'Rourke, Gen. Mgr. 
176 Academy Ave., Providence, R. 1. 


Region Two 
(New York) 
New York, N. Y., Feb. 23-25, 1962 


Mr. Gilbert Ex. Sec. 
30 Central Park South, New York 19, N. Y. 


Region Three 
(Del., Md., N. J., Pa.) 


Region Four 
(Ohio) 


J. Edwin Farmer, Ex. Sec. 
Fifty W. Broad St., Columbus, Ohio 


Region Five 
(I1., Ind., Mich., Wis.) 


Region Six 
(Colo., Iowa, Kan., Minn., Mo., Nebr., N. Dak., 
S. Dak.) 
Minneapolis, Minn., May 25-27, 1962 
Hotel RKaddisson 
Dr. W. J. Olson 
322 Midland Bldg., St. Paul, Minn. 


Region Seven 
(Idaho, Mont., Ore., Wash., Wyo.) 


Region Eight 
S.C... Va, W., Va) 
Washington, D. C., Nov. 10-12, 1961 
Shoreham Hotel 
Charles Turchin, Chairman 
818-18th St. N.W., Washington, D. C. 


Region Nine 

(Florida) 
Joy E. Adams 
401 Florida Natl. Bank Bldg. 
St. Petersburg, Fla. 


Region Ten 
(Ala., Ga., Miss., Tenn.) 
a 


Birmingham, Ala., ek 20-22, 1961 
Bankhead Hotel 

Dr. Stanley Frank, Secretary 

1250 Forrest Ave. 

Gadsden, Ala. 


Region Eleven 
(Ark., La., N. Mex., Okla., Texas) 
Dallas, Texas, June 21-23, 1962 
Sheraton Hotel 
Mr. C. J. M. Roesch, Ex. Sec. 
Chiropody Society of Texas 
407 Austin Savings Bldg., Austin, Texas 


Region Twelve 
(Ariz., Cal., Nev., Utah) 
Las Vegas, Nev., May 25-26, 1962 
Flamingo Hotel 
Dr. S. J. Hoffman, Chairman 
585 S. Fairfax Ave., Los Angeles, Calif. 


FREE —18-Page Catalog 
ESSENTIALLY AN ENCYCLOPEDIA 


of Professional Foot Appliances 


including MATCHED PARTS for your own office assembly. 


Your copy mailed promptly upon request. 


SAPERSTON 
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“Well, it works out this way, Dr. Pod. If you work 
Saturdays and two evenings a week, you can afford 
my full-time services!" 


Definition of a parking space: An empty 
spot that disappears while you are making 
a U-turn. 


“Women are to blame for men telling 
lies . . . they keep asking them questions.” 

Mrs. A to Mrs. B: “Do you have any 
trouble getting Jimmy out of bed?” 

Mrs. B: “No I just open his door and 
throw the cat on his bed.” 

“But how does that wake him?” 

“He sleeps with the dog.” 

Overheard at dinner 

Letter to a big institution: “J just want 
to tell you about the swell gas stove I bawt 
irom you. [ lit it two weeks ago and it ain’t 
gone out yet. 

A delited customer.” 

A man was walking his dachshund. A 
friend stopped him. “What a funny ani- 
mal,” he said. “How do you tell his head 
from his tail?” 

“Easy,” replied the owner. “You pull his 
tail and if it bites you know it was his 
head.” 


TH 


E HOUSE OF COMFOR 


Ineir outstanaing, skillea crattsmanship in the appliance of oid-fashion and modern 
hand-made foot appliances for any kinds of deformity as well as Balance Inlays, 
Levy and Bi-Plane or Forefoot Balancer; Celastic, and arches of oak sole leather with 
blue tempered steel springs; also flexible type of supports of cork and rubber. 
We also construct any type of stainless steel plates. 

The priceless knowledge and experience which we learned and inherited from our 
fathers enable us to be very proud of our scores of years in orthopaedic work. 
Every appliance constructed in our laboratory is hand made. We DO NOT HAVE 
ANY STOCK APPLIANCES OF ANY KIND 


It is our proud privilege to serve you and the profession in your every need and we 
look torward to hearing from you in the near future. Write for our literature. 


LEVY & RAPPEL, ING. appliances 


384 COLUMBUS AVENUE 
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Have You Sent in Your 
Contribution and-or Pledge 


Our goal is $100 from each member of the profession. 


Enclosed is my contribution of $ 


to the Fund for the Advance- 


ment of Podiatry (Chiropody) Education. 
| wish to ANNUALLY pledge $_______ to the Fund. 


Bill me Annually 


Semi-annually 
| wish my donation designated for: 


Quarterly 


{ ) The General Fund, for all schools. 


Earmarked for 


Podiatry Chiropody College. 


Name 

PLEASE PRINT 
Street Address 
City State 


FUND FOR ADVANCEMENT OF PODIATRY-CHIROPODY EDUCATION 
3301 16th Street, N. W. 
Washington 10, D. C. 
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CLASSIFIED ADVERTISERS 1,407,000 PAMPHLETS DISTRIBUTED 
Advertisements not exceeding 30 words BY YOU 
cost $4.00. Additional words 15 cents each. 


Commercial classified advertisements— F T F Cc T 


minimum 30 words $20.00; 60 cents per /; : 
additional word. Pub ications 


All classified ads payable in advance. 


P. O. BOX 985 
Remittance must accompany order for in- MIAMI BEACH 39, FLORIDA 
sertion. 


‘ YOUR total practice can be greatly en- 
Please do not ask for the names of classified 


anced by integrati { scientifi 

advertisers in the JOURNAL who use box om 
numbers. We accept such advertisements business principles with unique on-the-spot 

with the understanding that this information techniques. Skeptics and others may pay 


will not be released. Address replies or | for this knowledge from their future 
inquiries to the box number shown in the increased income. Write Dr. Edwin Prob- 
advertisement. They are promptly for- ber, 228 Jericho Turnpike, Floral Park, 
warded to the advertiser. N.Y 


FOR LEASE: Medical suite in new two- 
office, medical-dental building. Excellent 
location in rapidly growing community. 
Office over 1100 sq. ft., with air-condition- 
ing, adequate parking and carport. Dentist 
in other office. 303 North East Street, 
Anaheim, Calif. Pr. 2-0770. 


PENNSYLVANIA: For Sale—well estab- 
lished 2l-year practice. Write Dr. C. R. 
Larson, 2230 West 8th St., Erie, Pa. 


Your Desk Reference 


WANTED: To associate with busy and Directory Goes to 
podiatrist with intention of purchasing — 
active volume practice in Virginia, D. C., Press in October. Is Your 
Pennsylvania, Ohio or Connecticut. Write 

) ? 

904, c/o A.P.A., 3301 16th St., N. W., Wash. Address Current! 
10, D. C. 

RECENT GRADUATE with New York 
and icense, partnership Extra-thick white (you can thin it with water) or 
or associateship with established practi- elastic will be for 
application. We also offer an especially groun 
Recently completed 6-month Flour and Granulated Cork. Write for free 
cal residency at Civic Hospital, Detroit. samples and prices. 
Write 906, c/o A.P.A., 3301 16th St., N. W., W. WOOLEY & CO. 
Wash. 10. D. C. 1915-CH North St., Peoria, Illinois 


Attend Your 


STATE & REGIONAL MEETINGS 


THEN YOUR NATIONAL 
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FOR RESULTS TRY 
CLASSIFIED ADS 


in the 
JOURNAL 


They will help secure a new location, 
practice equipment, apparatus, books, in- 
struments, a successor, partner, associate 
or assistant. The Journal has proved an 
excellent medium for any of the above pur- 
poses. The classified columns can be of 
yenuine service to advertisers and mem- 
bers. Commercial and personal rates are 
shown at the head of the column. If you 
desire more specific information concern- 
ing classified advertising, write to: 


Journal of the American 
Podiatry Association 
3301 16th St., N. W., 
Washington 10, D. C. 


INSURE 
RECEIVING YOUR JOURNAL 
WITHOUT INTERRUPTION 
PAY YOUR DUES NOW 


Produced under a grant from 


PodiatRex, Ltd. 
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An Authorized Binding 
for 
JOURNAL 
of the 
American Podiatry Association 


Arrangements have been made for subscribers 
to have their journals hound into distinctively 
designed books. 


Twelve issues, January through December, 
bound in best grade black washable buckram, 
imprinted with your name on cover, cost but 
$4.65 per volume. 


Bound journals serve as an immediate reference 
for research and information. Properly dis- 
played, they create a psychological impact on 
the patient, implying the time and effort spent 
to keep up to date on the most modern tech- 
niques and treatment. 


Ship journals parcel post. Within thirty days 
after receipt, bound volumes will be shipped 
prepaid anywhere in the U.S.A. Full remittance 
must accompany order. 


PUBLISITERS’ AUTHORIZED 
BINDERY SERVICE 
(Binders of all Journals) 


430 W. Erie St. 
Chicago 10, Illinois 


FOR 
PUBLIC EDUCATION 
16 mm color-sound film 
Cleared for TV 
Running time 13!/2 minutes 


Bookings are heavy—Allow 
60 days advance notice 


Members, state and local groups 
are urged to purchase prints 


Write A.P.A. Headquarters 
enclosing check for $70.54 
per print 
(This includes postage) 
weeks delivery 


Write for discount 
on quantity orders 
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POLYSORD HYDRATE 


a balanced water-in-oil emulsion 


Only a water-in-oil emulsion pré&@ 
the optimum protection against dry skin 
... Water is the answer to dry skin, and only 

POLYSORB HypDRATE offers a continuous release 
of water for tissue rehydration. POLYSORB HYDRATE 
also provides prolonged emollient and protective 
action for the deeper cells. It is bland, 


non-sensitizing, non-irritating ... your answer 
to dry skin and other disorders of the skin 
of the foot to which it may lead. 


Available 50 gr. tube and 425 gr. jar. Samples on request. 


E. Fougera & Company, Inc., Hicksville, Long Island, N. Y. 


‘al IS p linn 
Ree, ON 
| : PO 2 
Ra | 
4 


Asa service to the profession, The Birtcher Corporation has compiled collec- 
tions of medical journal reprints, including treatment data and case histories, 
plus detailed descriptives on the modality employed. These will be mailed you 
on request. Check the reprint collections you wish, detach the entire page and 
mail to The Birteher Corporation. Demonstrations and free office trials will be 
arranged, if requested, through your local dealer. 


Check Here 
Check Here For For Reprint 


Demonstrations Collections MEGASON ULTRASONIC UNITS — ? MODELS 


All feature the exclusive 5-position adjustable transducer 
with the 5 CM? crystal so necessary for effective application 
in concave areas. 


CRUSADER SHORT WAVE DIATHERMY UNIT 
= Especially adaptable to the practice of chiropody. 
2 Short wave diathermy produces heat deep within the tissue 
— the Crusader is short wave diathermy at its best. 


SPOT QUARTZ ULTRAVIOLET SPOTLIGHT 
For intense localized application of germicidal ultraviolet 
in treatment of fungus and infections. Available with 
Wood’s filter for diagnostic use. 


THE FAMOUS BIRTCHER HYFRECATOR * 
More than 150,000 of these time-saving ever-ready instru- 
ments are in daily use throughout the world for technics of 
desiccation, fulguration and bi-active coagulation. 


THE BLENDTOME ELECTROSURGICAL UNIT 
For more extensive electrosurgery the Blendtome provides 
tube circuit cutting, spark-gap coagulation and a blend of 
both for any degree of hemostasis. 
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THE VIBRA-BATH HYDROTHERAPY UNIT 
Provides a new and different hydrotherapy action. Millions 
of tiny warm air bubbles impinge on the area being treated, 
controlled to any intensity. 
ALL OF THE ABOVE ARE AVAILABLE ON THE EXCLUSIVE NEW BIRTCHER LEASE PLAN 


check the reprints and demonstrations desired, detach entire page and mail to: 


THE BIRTCHER CORPORATION 
Department JP-961 
4371 Valley Boulevard, Los Angeles 32, California 


CJ Send me the reprints and arrange the demonstrations checked above. 
LJ Include details on the new money-saving Birtcher Lease Plan. 


— 
Address 


City- 
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